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Abstract

The aim of this study was to gain a better understanding of the
relationship between temporality, Bipolar Disorder (BD) and other similar
mood disorders by identifying with the psychological and subjective
structures that underpin that relationship, with a view to distinguishing
any possible commonalities or differences between various features of
similarly related disorders, observed within the participants @onscious
experiences. An examination of Anomalous World Experience (EAWE)
framework was used for the interviews, using the dime and events 6
domain only, (Sass et al 2017), and the data was analysed adopting
(Giorgio & Giorgio® 2017) descriptive phenomenological psychological
framework. There were six participants whose descriptions of temporal
anomalies were analysed qualitatively, with varying and similarly minded
results. Alterations to the temporal structure and the organisation of time
were evident within all the descriptions, although this was demonstrated
in heterogeneous ways. Although the sample size was limiting and the
participants were viewed independently, there was evidence of a
number of common factors, including the appearance of slowing and
speeding of time. The EAWE is intended to be broad based. The data

suggests the structure and organisation of time, after a traumatic



experience, continues to elicit temporal, mood and emotionally related
disturbances and incoherence over time. The exact relationship between
time in identifying specific features indicative of certain disorders is a
little way off, although the conclusion is that temporal disorder is an
essential aspect of trauma related experiences. In cases where a
possible psychosis was identified there was no clear evidence that any
sense of the self had experienced a temporal fragmentation and so it
was likely that any psychosis was more likely to be linked with BD than
with schizophrenia. There was no evidence of any instability of pre-
reflective self-awareness, which is a core, generative feature of

schizophrenia.
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Chapter 1: Introduction to the research

Introduction

Any question of time can at first be baffling. A conundrum nonetheless
that is suited to continental phenomenology in the tradition of Husserl,
Heidegger and Merleau Ponty, see (Sass & Parnas 2013, Fuchs 2019).
Historically, time, when examined psychologically and philosophically,
within a psychiatric context has tended to have been done so
guantitatively, objectively, seen through a traditional realist subject-
object lens (Fuchs 2013). Consequently, a clinician will tend to measure
a duration of some kind objectively and empirically, and without any
subjective measure to guide it. The notion of subjectivity and how it is
structured within an experiential and temporal context, is often
overlooked, but plays a key part in this research study. Subjectivity and
with it, inter subjectivity, remains an essential characteristic and
fundamental dimension of our daily temporal experiences, which we

have much to learn about.

A close examination of the disruptions of time and how these disruptions
relate to human consciousness, can help us identify with the relationship
between the psychological structures and the affects and emotions that
support and underlie it. Identifying with the kinds of disturbances and
modifications that affect a person® temporal relationship with the world
remains a useful line of enquiry if we are to gain a better understanding
of both consciousness and mood disorders. (Gallagher & Lenzo 2020,
Stanghellini 2016). Putting an emphasis on disorder and distortion
compels us to go beyond describing a simple content filled conscious

experience (Fuchs et al 2019) and try and better understand the division
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and connection between (1) our inner perceptions of time (ie our
experiential explicit reflections) and (2) our inner consciousness of time
(i.e. our pre given tacit or implicit self awareness) (Fuchs 2005) as a
means of understanding the underlying psychopathological structure of
mental disorders. (Husserl 2001) relates to this problem, as needing to
understand our capacity for subjective self awareness and to the link or
relationship between our subject lived experiences (i.e. first person
giveness of the experience) and the experiential type phenomena we
encounter in an environment. Ontologically, we are not constituted as
objects that can exist and experience things independently, we are in
addition, as Heidegger reminds us existential, experiencing beings. That
Is to say, there is always something it is like for the subject having the
experience to be conscious. (Nagel 1979). In this sense, prior to
reflection of an experience one must have perceived the intentional
object, and experienced the intentional act, (Fuchs 2005), though at this
point one is not intentionally directed towards the thematised act, which
happens on reflection, the act itself is nevertheless conscious, given
implicitly. We reflect on things to bring the intentional act into focus. This
Is the purpose of this study. Since to reflect upon something it must be
present in our minds, otherwise there would be nothing to motivate the
act of reflection, i.e., of grasping something that has already been given
to us prior to the grasping. Our reflection discloses our experiences, it

does not produce them

Finally it is worth noting that time is a fundamental dimension of our daily
life. A temporal approach to the study of anomalous experiences is thus
fundamental and consequently can help to cut clinically across
traditional rigid categorical boundaries, in order to observe mood and

affect disorders more subjectively, from a first person perspective, and
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not as discrete entities constituted by easily quantifiable signs and
symptoms. In contrast mood disorders are considered to be constituted
as an inter subjective, embodied and situated relationship, extended and
enduring, (Vogel et al 2017, Fuchs 2013) between an experiencing
subject on the one hand, and the world they inhabit and interact with
others on the other. (Fuchs 2018, Gallagher & Zahavi 2010).

Research aim

1. The aim of this study was to gain a better understanding of the
relationship between temporality, Bipolar Disorder (BD) and other
similar mood disorders (Rosfort & Stanghellini 2009, Gallagher &
Lenzo 2020), by identifying with the psychological and subjective
structures that underpin that relationship, with a view to
distinguishing any possible commonalities or differences between
various features of similarly related disorders, (Saas & Pienkos

2013), observed within the participants @onscious experiences.

Research objectives

1. To engage in a phenomenological and psychological analysis for
evidence of anomalous experiences of time

2. To describe the participants dived and affective experiences of
time subjectively and identify where possible, common shared
temporal features of their experiences that may either overlap or
converge under different conditions or experiences

3. To compare participants dndividual experiences of time
subjectively, to determine which, if any, might be distinctive of a

given mood disorder?
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4. To identify, describe and analyse the psychological structures that
support each specific disorder in each individual case, together

with any common factors that might connect them

Motivation and context

Studying time as a fundamental dimension of subjectivity will enable a
better understanding of its subjective nature, which can help improve the
reliability and validity of diagnosis overall. The diagnostic classification of
all mood disorders is a complex and dynamical process that is
problematic for clinicians and researchers alike. Reported cases of mis-
diagnosis is nonetheless reported as extensive, (Zimmerman 2008,
Zimmerman 2012). The reasons are varied, but mistaking unipolar for

bipolar is the most common (Mesbah et al 2020)

Mood disorders are responsible for 12% of the total burden of all disease
and are associated with enormous personal, societal and economic
costs. (Andrews 2009). This group of disorders includes both major
depressive and bipolar disorder, with major depressive episodes being
prominent in both. Major depressive disorder is the commonest mood
disorder, with lifetime prevalence rates reported up to 16%. (Young &
McPherson 2011). According to Ratheesh et al (2017's) outstanding
meta-analysis, BD is exceedingly difficult to accurately identify; for about
a quarter of patients with MDD, the diagnosis eventually changed to
BPD. This is consistent with a study by Angst (see Angst 2017), which
examined 406 patients with major mood disorders who were admitted to
hospitals and were monitored seven times between 1963 and 1985. It
discovered a persistent linear diagnostic change from MDD to BP-I

disorder in 1% of cases per year and to BP-Il disorder in 0.5% of cases
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2. Given that BPD typically presents before the age of 35, such a linear
progression is obviously unsustainable. Statistics can be erroneous, but
the pattern is still present. (Rugero et al 2010, Shen et al 2018, Shum
2022, Perlis 2005, Singh & Rajput 2006).

Operationalising the diagnosis

Given the substantial heterogeneity or range of symptoms that
characterises bipolar disorder, together with an overlap of psychotic and
affective symptoms, mixed features and sub syndrome problems of
identification, the concern for mis diagnosis remains a real one to
patients and families first and foremost. (Mesbah et al al 2020). It is an
ongoing and serious concern for classification authorities and practicing
clinicians alike, as they aim to quantify and search for diagnostic
operational consensus, in relation to what is essentially a very individual

and personal qualitative experience.

So what goes wrong, and what can be done about it? The diagnosis of a
mental disorder initially appears relatively straightforward. Patients
present themselves with relatable symptoms or visible signs of iliness
and health professionals make diagnoses based primarily on these
symptoms and signs. Consequently they prescribe a medication or,
psychotherapy pathway, or both, accordingly. Even so, despite a
dramatic expansion of knowledge about mental disorders during the past
70 years or more, our understanding of the components and processes
that constitute mental health disorders remains rudimentary at best.
(Clark et al 2017)
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In order to increase the accuracy of diagnoses in both clinical and
research settings, categorical operational diagnostic methods for
psychiatric diseases were developed. These classifications have
significant flaws, and some people cannot be properly categorised under
a single group; instead, they are lumped together under the general
category of "not otherwise specified.” An alternate paradigm to the
category technique is the dimensional approach. Instead of identifying
individuals as belonging to discrete entities with distinct bounds, the
dimensional technique distributes individuals along a gradient.
Additionally, relevant information like impairment, severity, chronicity,
and outcome may be included in a dimensional model. (Young &
McPherson 2011)

Root of the problem

The strength of the Diagnostic and Statistical Manual of Mental
Disorders (DSM-III, DSM-III-R and DSM-1V), the world& leading mental
health authority, was to base psychiatric diagnoses on defined
operational criteria, which resulted in high inter-rater reliability. However,
a weakness, shown in relation to DSM-1V, was that it was only able to
formally diagnose less than half the patients that were actually treated
(Angst et al. 2010). This clinically unacceptable situation was derived
partly from the lack of operationalised sub threshold diagnoses. In
recognition of the fact that for a large group of patients receiving
treatment clinicians often had no alternative to the residual, catch-all
diagnosis not otherwise specified (NOS), DSM-5 (2013) now includes a
new list of defined sub threshold syndromes, which has stimulated new
research, allowing for a more multi dimensional view. Recurrent brief

depression and even short-duration depressive episodes (4 to 13 days),
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as well as 2-week episodes with insufficient symptoms, now have their

place. (see Angst 2013)

Starting from 1930&, research in mental health disorders in general
have informed us that psychiatric diagnosis rarely appears to be definite
and that clinicians often had difficulties in coming to a consistent
agreement on the same diagnosis for the same person (Demazeux,
2013). This problem was put down to the rise of psychoanalysis and its
great success, starting with Freud. Rustin (1997) has recently attempted
to conceptualise this view, by proposing that psychoanalysis is a
combination of mental well being and healing and natural science. The
differentiation between good and bad science should be made from the
point of view of the standards of the particular scientific community in
which it is undertaken as opposed to some universal @old-standard 6
concerning what constitutes good science. (Lees 2005). (Cooper &
Blashfield 2015) note: DSM-I was viewed as a psychoanalytic
classification. There are four reasons to challenge this belief. Firstly,
psychoanalysts of the time did not use DSM-I and it was as infused with
Kraepelinian concepts as much as it was with psychoanalytic ones. The
adoption of the psychoanalytical framework nonetheless, in American
psychiatry led to fa significant de-emphasis,oon the one hand fon
diagnosis and n o s o | and gnahe other hand fon careful observation
of signsands y mp t dAmdreasen, 2007, p. 110). All this resulted in
the psychiatric diagnosis appearing to be sporadic and almost
exclusively dependent on the individual analytical capacities of the
clinician. It is in order to regain the homogeneity of the psychiatric field
and to feliminate the disarray that has characterised psychiatric

di ag n@ayer& 8pitzer, 1985, p. 187) that a unified diagnostic

system was created, starting in 1952 and that took the form of the
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Diagnostic and Statistical Manual of Mental Disorders (DSM). With the
emergence of the DSM Il in 1980, a significant step was made by
grounding the diagnosis in operational criteria, apparently being, theory
and value free. It was intended to be a new commonly understandable
language for psychiatrists.A major issue with the DSM has been around
validity. In response to this, the National Institute of Mental Health
(NIMH) launched the Research Domain Criteria (RDoC) project to
Improve upon mainstream diagnosis by incorporating genetics, imaging,
cognitive science, and other levels of information to lay the foundation
for a new classification system they feel will be more biologically
based.(quote). A relatively undisputed notion, underlying the DSM&
focus on categorising the presence or otherwise of a disorder, is that it
tends to neglect individual case by case validity and analysis, in favour
of an operational structure following a rigid set of criteria, upheld by
specific quantitative symptom threshold, underpinned by research,
relating mainly to the biological and neurological substrates that the
DSM system and doctrine state, underlie mental health disorders. (See
Kreuger et al 2018). Nonetheless, given the substantial heterogeneity or
range of symptoms that characterises bipolar and other similar disorders
as complex and inter dependent, (quote) together with an overlap of
psychotic and affective symptoms, (quote) the problem of mis diagnosis
remains an ongoing and serious concern for classification authorities
and practicing clinicians alike, (Zimmerman 2008). An over emphasis
and reliance on biological and neurological research means neglecting
valuable subjective phenomena, in relation to what is essentially a very
individual and personal qualitative experience. A valid and accurate
diagnosis is both essential and fundamental for the purpose of
supporting appropriate and trusted therapeutic and pharmaceutical

practices. (Pacchiarotti et al 2019). Despite its considerable and
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historical precedence and claim to support psychiatric diagnostic
integrity, the current DSM 5 system continues to fall short of capturing
the many unfolding structures, characteristic of modern day mental
iliness, especially where cases of comorbidity are reported, which seems
to be the rule rather than the exception, in mental health diagnosis in the
21st Century. (Dagleish et al 2020). It seems that the nature of mental

health diagnosis requires further clarification and updating.

Notwithstanding the benefit of focusing on other dimensions of
subjective interest, such as space, embodiment or inter subjectivity
(Fuchs 2015), the choice of temporality as a focal point of study provides
a very private keyhole through which the participants dived experiences
can be closely observed, in line with the idea of a mood related

spectrum. (quote).

Advantages and disadvantages of this study

The pursuit of subjectivity and temporality is still regarded by many as
relatively unscientific in purpose, with the pursuit of neuro genetic
markers seen instead as the best means of establishing connections
with hereditary, functionality and the environment, as a means of early
detection of various mental disorders. (Garcia Gutierrez et al 2020). The
discovery of biological markers in medicine in general has led to a wide
range of applications in various illnesses, for example, troponin for
myocardial infarction, BRCA gene for breast cancer. However, to date,
there is no such biomarker for a psychiatric disorder which can be used
routinely in clinical settings. The pathophysiology of BD is more complex
than other most somatic ilinesses, and generally remains poorly

understood. (See Sagar & Pattanayak 2017).
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In the main, mainstream science, including various areas of psychology,
tends to adopt a largely naturalistic, somatic and categorical approach to
the diagnosis of psychopathological ilinesses, preferring where possible,
samples with large sizes, with a view on generalisability being a key
positivist methodological factor. A one-size-fits-all approach to
evaluating the rigour of research disadvantages some approaches and
threatens to reduce the diversity of research in our field. Generalisability
and bias are two examples of problematic constructs within paradigms
that embrace subjectivity. (Varpio et al 2020). Nonetheless, the pursuit
of a phenomenological and temporal sense of meaning using subjectivity
as the medium of experience is considered fundamental to
understanding the nuances of borderline disorders, especially if one
wishes to attain a better understanding of human emotions and moods.
(Fuchs 2013) and not miss the usually subtle changes in behaviour and

experience that might differentiate one condition from another.

The phenomenological approach to research (see Creswell, 2014), does
not aim to examine any testable hypotheses, in fact it delimits any
theoretical and conceptual emphasis, not wishing to confer judgment to
the natural attitude, in the tradition of (Husserl 2001) It provides a distinct
methodology which precludes any direct positivist object / subject
relation, yet nonetheless, follows a relatively precise empirical process.
(Giorgio & Giorgio 2017). The participation within this research study
was confined, following both ethical guidelines and the practicalities of
qualitative research, to six participants, after a number of others
potential candidates were deemed to be either unwilling or unsuitable for
the purpose of this research study. The purpose of estimating any

appropriate sample size is to produce studies capable of detecting
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clinically relevant differences, and although this has limited generalisable

validity, it did allow more focus and validity in each individual case.

The Structured Clinical Interview for DSM-5 (SCID-5) is a semistructured
interview guide for making the major DSM-5 diagnoses. It is
administered by a clinician or trained mental health professional who is
familiar with the DSM-5 classification and diagnostic criteria. The
structured psychiatric interviews are now the diagnostic gold standard in
psychiatric research, which is consistent with a behaviourist
methodology.mTypically, in most research and clinical care settings
today, non-clinicians equipped with structured, quantifiable interviews
often perform diagnostic assessments, which is both a cost efficient and

measured approach to psychiatric demand. (See Nordgaard et al 2012).

Notwithstanding the status and position of the SCID - 5, in contrast here,
the use of an authenticated semi structured interviews, added some
advantages over the relatively easy to replicate and follow structure of
the structured interview process. The Examination of Anomalous World
Experience (EAWE) for e.g., (Saas et al 2017) relates to a world-
oriented examination into anomalies in subjective experience, which
includes temporal experiences in mood disorders and their embodied
and intersubjective relationship with an environment. An approach which
differs somewhat in structure and ontological emphasis to the SCID-5.
This is proving to have highly adequate reliability for use in a clinical or
research setting. (Conerty et al 2017). Unstructured interviews are also
more flexible, in terms of questioning patients more openly, less formally
in a more conversational fashion. Sufficient validity is gained
contextually and through open engagement. Within this context, through

both closed and open questions conversations are started, emphasis
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can be drawn and new questions can then be adapted and changed
depending on the respondents @nswers. A second person approach to
understanding anomalies demand empathy at the very least. (Depraz
2012) The interview can deviate when appropriate, from the interview®
semi structured schedule to accommodate any new and interesting and
relevant information pathways. This allows the respondent to talk freely
in some depth, choosing their own words, with reference to topics of
particular interest and relevance. This helps the researcher develop a
real and familiar sense of a given situation. They also help increase
validity, because it gives the interviewer the opportunity to probe for a
deeper understanding, ask for clarification and allow the interviewee to
steer the direction of the interview. This can add to the basis of what
science refers to as reliability and can certainly be considered valid from

an improved social understanding perspective. (Moore & Barresi 2017).

The Limits of First and Third Person Approaches to Social

Understanding

Simulation theory and dheorydtheory, the two established theories of
social understanding, have a tendency to emphasise either first- or third-
person kinds of knowledge as the foundation for social understanding.
The primary distinction between first- and third-person information
concerning intentional activity is that the former relates to an actor's own
intentional relations, whilst the latter does so with respect to another
person's intentional behaviour. We have argued elsewhere (Barresi and
Moore, 1996) that theories that emphasise first- or third-person
knowledge only offer a shaky foundation for understanding intentional

relations as the goal-directed actions of people. To understand why, it is
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necessary to think about what first- and third-person information are

composed of in greater detail. (See Moore & Barresi 2017)

The question of identifying with a particular disorder® signs or symptoms
Is driven by the patient, and it is for them to describe and corroborate
what they are feeling, fryer than being categorically preconceived, blind
by strict criteria and limiting thresholds. The semi structured diagnosis is
not in other words, viewed using a pre given structure, but on a case by
case basis, based on the conscious awareness of the patient, so it tends
to be a little more detailed and time consuming. This does limit the
opportunity to genesis but nevertheless remains a valid approach to

understanding individual mental health experiences.

A research design is the foundational framework of a research study,
(Maxwell, 2013; Miles, Huberman, & Saldana, 2014) and the interview
you might say provides the bricks and mortar. The decision to use a
semi structured type of design was based on EAWE guidelines as set
out by (Saas et al 2017), as being flexible, yet organised around clinical
first person descriptions of temporal experiences, a format allows for
more freedom during the interview to explore essences of others'
experiences (see Jacobs & Furgerson, 2012; Miles et al., 2014), but
equally to be guided by historical clinical guidelines from previous
research. ( Sass et al 2017). Researchers may use many different
techniques, but central to the heart of qualitative research is the desire
to expose the subjective and human part of conscious experience
(Jacobs & Furgerson, 2012) Through subjective, direct responses, the
researcher is able to gain first-hand knowledge about what participants
experience through broad and open-ended inquiry (Patton, 2002;

Maxwell, 2013; Rudestam & Newton, 2015). Revisions can be made
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along the way as new experiences emerge giving the researcher the
ability to construct themes and patterns that can be reviewed by
participants (Miles et al., 2014, p. 9). The human factor is the greatest
strength and the fundamental weakness of phenomenological qualitative
inquiry and analysisd a scientific two-edged sword (Patton, 2002, p.
433).

Though phenomenological qualitative studies provide compelling
research data, there are limitations; the other side of the sword. For one,
and perhaps the concern of many is bias (Creswell, 2014; Janesick,
2011; Patton, 2002). The researcher® role must include the integration
of biases, beliefs, and values up-front in the study (Janesick, 2011). A
second limitation that the process can be time consuming and labor
intensive (Creswell, 2014; Janesick, 2011; Miles et al., 2014). The
copious amount of data that has to be analyzed could be a
disadvantage. Researcher should understand this before assuming a
phenomenological qualitative study (Creswell, 2014; Patton, 2002).
Further, the individual circumstances that data is collected from cannot
be generalized (Maxwell, 2013; Patton, 2002). Finally, there are
limitations linked to credibility and reliability; or as Rudestam and
Newton (2015) advises it is the researcher® responsibility of convincing
oneself and one® audience that the findings are based on critical
investigation (p. 131). Patton (2002) argues there is no straightforward
tests can be applied for reliability and validity. Therefore, the researcher
must do their best in the interview phase to present the data and
communicate what the data reveals given the purpose of the study
(Patton, 2002, p. 433).
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Interviewing is not a perfect method. First, enormous amounts of data is
collected that require analysis; this is time consuming (Choy, 2014;
Creswell, 2015). Secondly, interviewer influence can be a limitation
which is why triangulation is needed ideally, to manage biases
(Creswell, 2015). Lastly, participants can opt out of the study leaving one
to scramble for additional participants (Jacobs & Furgerson, 2012;
Patton, 2002; Rudestam & Newton, 2015). Thankfully in this study, this

limitation was vetted before the interviews began in earnest.

Contribution to knowledge

Everything that occurs seems to require time for its unfolding. To grasp a
better understanding of temporal relations we must turn inwards, to
regard our anticipations and expectations as Augustine first informs us.
What is external to to us, is always now. (Rodemeyer, 2012). For
Husserl if one can uncover the essential a priori structures of subjectivity
the whole of mental life and the source of all actual, possible and

impossible knowledge will be revealed. Moran, (2018)

Strangely though, neither anomalous lived subjective experience or
temporality are included in the main diagnostic criteria or standard
symptom checklists within DSM 5, or ICD 11; (Sranghellini et al 2016,
2019), although the link between distortions in subjective time and mood
disorders has been well documented and reported widely in the
psychological literature, (Fuchs), which is no strange thing, given that
subjective time experience is fundamental to our daily social and

cognitive practices.
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It was (Karl Jaspers 1913/1997) who first made the link between
phenomenology and psychopathology with his seminal book: &eneral
Psychopathologyd (Messas et al 2018). In this vein of study, a
phenomenological approach to the study of temporal anomalies within
the context of psychopathology, means at one level, bridging the gap
between scientific and theoretical stances and empirical and clinical
practice; redirecting clinical attention away from particular disorders with
a pre-conceived number of symptom and episode criteria, while on a
more fundamental temporal and subjective level, we need to understand
more about how a person& abnormal experiences of time become
apparent, ie, what engages their experiences to seem, (Messas et al
2018) too slow, or too fast experiences of time (Northoff et al 2018). For
others time seems to stand still, while for most the flow of time becomes

untypically reorganised. (Fuchs 2005).

As a fundamental feature of human experience, time is thus a suitable
starting point, and primary symptom for phenomenological enquiry
(quote). Though many psychiatrists believe that mental disorders have a
neurological and biological basis and as such remains essentially brain
disorders (Marvel & Paradisio 2004). The search for unearthing the bio-
neural markers of various mental health disorders continues, however,
to date they still remain elusive (Garcia Gutierrez et al 2020). Just as
surely, an equally valid approach to the search for reliable diagnosis,
even early detection, means not neglecting the subjective and
phenomenological experience. By taking a more direct interest in the
subjective element of human experience, one might be able to identify
with the structures of subjectivity that emerge from life world and inter
subjective interactions, which when modified, result in the

psychopathological reality that emerges
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A number of alternative dimensions and frameworks have been
proposed to challenge or overlap the work undertaken by the Research
Domain Criteria Initiative for eg. See (Ross & Margolis 2019) for a
summary of its strengths and weaknesses; and phenomenological
science is one such approach. (See Fernadez 2018 for contributions by
Saas, Stanghellini, Parnas, Ratcliffe, Aho, and Zahavi), who all provide
considerable contributions to the understanding of mood disorders. In
particular it should be noted that demarcating traditional pathological
symptoms from anomalous experiences of time, steers our
understanding away from both the lived experience and the underlying
structure of the disorder. Acknowledging this, might prove useful in
understanding how mood and emotional disorders are structured along a
continuum, or in other words, how different conditions are structured on
inter connected levels, and with a particular emphasis on more severe
psychotic experiences taking precedence, where the pathological
difference is more evident, such as experiencing delusions as with
schizophrenia and depression. (Stanghellini et al 2016, Sass & Parnas
2007)

The pursuit of improved classification and a better understanding of
mood disorder from a psychopathological and psychological perspective
has largely been neglected in light of the dominance of the current
classification and categorisation system underpinning global psychiatry.
(Saas & Pienkos 2013). Nonetheless, as noted above, there is growing
acknowledgment in the literature that temporality is often disturbed in
psychopathological states of mind, with a growing recognition that
different disturbances are characteristic of different kinds of disorders.
This research study looks to add to that debate. See Minkowski 1933,
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Strauss 1947, Binswanger 1960, Kimhra 1992, Stanghellini et al 2009).
Equally lived time is disturbed across a mix of inter related conditions,
including bipolar, borderline personality, anxiety, phobias, PTSD, eating
disorders and OCD. Differentiating between rows of temporal
disturbances found across the psychopathological spectrum is useful for
sub typing and, or the re classification of those disorders. (Fuchs 2013a,
Northoff 2014, Sass 2017, Fernandez 2019a and 2019b)
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Chapter 2: Literature review

Introduction

A number of key data-sources were searched for evidence of the topic
and supporting structures, including APA Psych articles and info,
Academia and Medline, along with some secondary sources such as
google scholar and Pubmed. Initially a broad based based search was
undertaken to include all known authors and relevant keywords, for eg,
Husserl, Heidegger, Jaspers, Fuchs, Parnas, Zahavi, DSM and ICD
classification types, mood disorders, bipolar, depression, schizophrenia,
mania, including various descriptions and definitions of time, duration
and temporal disorders and subjectives experiences, together other
words associated with each of the key words, such phenomenology,
subjectivity, embodiment, affectivity, mood, anxiety consciousness and

psychosis, symptoms, signs etc

The search then switched to a search of the sub-categories of each key
word, for eg, categorisation of diagnosis, bipolar and psychosis and
phenomenological accounts of time. Inter subjectivity of affectivity,
delusions, mineness. The search was then further elucidated by
capturing core elements of the topic, for eg, mood, affectivity and
emotion, existential feelings, inner consciousness comorbidity of
depression and of anxiety disorders, and anomalous temporal
experiences and dimensionality. A large selection of papers relating to
continental phenomenology generally, types of phenomenology and
specifically papers from Husserl, Heidegger and Merleau Ponty in
particular, Saas, Zahavi, Fuchs, Aho, Ratcliffe, Gallagher, together with

a mix of supporting papers relating to qualitative dat collection and
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interviewing structures, while predominantly covering EASE and EAWE
frameworks, descriptive psychological phenomenological method,
introspection. A large number of abstracts and summaries were
reviewed for relevance, and this was followed by a reading of the full
article of a significant number of topic relevant papers. A full list of

references is provided in the bibliography.

According to (Saunders & Lewis, 2011) it is impossible to read
everything, nor is it necessary to do so. Yet one still needs to be sure
that the critical review discusses the key research contextually, which
has already been undertaken in the chosen area of study, in light of the
wider context. This will inevitably mean identifying with the relevant
ideas and recognised experts in relation to the topic. For some research
topics there will be a pre-existing, clearly developed theoretical base.
Cresswell (2007) highlights three ways in which researchers use the
literature, which was adopted here. Firstly, the review was used to
explicitly frame the research aims and objectives. Secondly, it was used
to provide the context for the research and, finally, to help place the
research findings, within the wider mainstream body of knowledge, as
per mental health disorders in general. For the purposes of this review,
the context of mis diagnosis was crucial. The question of mis diagnosis
is clearly problematic and complex on all levels of enquiry, and thus any
knowledge contribution needs to be contextualised in order to justify the
research aim and objective(s). The overall aim of the review was to
integrate the different ideas that were identified within the literature to
create a valid and reliable framework for supporting the research

enquiry, in line with the chosen methodology.
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Opposition to phenomenology in this case and the study of
consciousness and subjectivity is widespread in mainstream research
circles and is often seen in opposition to the mainstream paradigm of
measuring and quantifying mental health variances and conditions,
according to principles underlying somatic medicine. (Saas & Parnas
2007). Nonetheless it is necessary to include and discuss research that
IS counter to the preferred view, as this often provides dialectical insight.
(Cresswell 2014). This is important in order to provide readers with as
broad as possible a picture of the extant literature. Within this context,
the aim was to juxtapose different authors @deas and form a clear picture

of what was found. (Saunders et al., 2009).

In empirical research an important aspect of study is to be open and
critical, by considering how convincingly or not, various authors @laims
are justified by the evidence (Wallace & Wray, 2011). For eg, the idea
was not to decry the current classification and operationalised
underpinning the psychiatric assessment and categorisation process but
rather to direct attention to the constraints of an historical system that
still aims to maintain a standardised approach to diagnosis, interviewing
and ultimately reliability, however well intended, (Parnas & Sass 2013).
A system that neglects fundamental features of mental health and
human experience, such as temporality and subjectivity requires
scrutiny. There is clearly no single or preferred way to address any
problem. However, the review still needed to evaluate what work had
already been undertaken broadly, in the chosen areas of study, and
which seen together, have led to the current debate surrounding, in this
case, anomalies underlying experiences of time and how a range of
temporal phenomena, experienced in various untypical ways, relates to

the fundamental notion of mood disorder
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Section 1 : Classification

Section 1(i) History and culture

The classification of mental illnesses has ancient roots, and more
specifically it has Greek roots. See (Kleisiaris et al 2014) for a full review
of ancient practices. Although what we now refer to as psychosocial or
psychosomatic causes, such as those caused by traumatic stress, were
also thought to have been contributory factors, mental iliness was
frequently believed to have supernatural origins, like most natural
phenomena in early human history, such as demonic possession caused
by witchcraft. Galen's typology, which was based on Hippocrates' theory,
which dates to the 5th or 4th century B.C., and which related to the idea
that health required a balance among the body's four basic
temperaments: choleric, sanguine, melancholic, and phlegmatic, in the
2nd century A.D., was perhaps the earliest theory of mental illness. Each
temperament had an associated pathology, which was the result of
excess in one of those humors: four humors: yellow bile, blood, black
bile, and phlegm. Today, much has changed, and many scientific
theories now base themselves on having biological and neurological
cause, which is governed by brain structures and various biological

processes and somatic markers, rather than the four humors.

The categorisation of bipolar disorder as an illness is reputedly down to
Falret, who in 1851 and 1854 on the basis of longitudinal observations
developed the entity of ffolie circu- laireo(circular madness), defined by
manic and melancholic episodes, which was thought to be separated by
symptom free intervals. In 1854 Baillarger used the term folie a” double

forme to describe cyclic (manici melancholic) episodes (Pichot 1995;
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Ritti 1879). Kraepelin called such cyclic episodes fdouble attacks.0From
1899 to 1913, Emil Kraepelin (1856-1926) works on, looking to create
the nosographical group of the "manic-depressive insanity". In the 50-
60s, Leonhard splits off this homogeneous group and describes unipolar
psychosis, bipolar psychosis and cycloid psychosis (anxiety-elation
psychosis, motility psychosis and confusion psychosis). the Wernicke-
Kleist-Leonhard pathway, as it is known, has optimised the descriptions
of 35 major phenotypes using common medical heuristics on lifelong
diachronic observations.The phenotypes reportedly had good reliability
and predictive and face validity. (See Foucher et al 2020). More recent
times have seemed to have announced a come-back to Kraepelin's

conception of "mood disorders”. (GeRaud 1997).

At the turn of the 20th century, two diametrically opposed theories
dominated the debate concerning the classification of the endogenous
psychoses. On the one hand, Carl Wernicke, Karl Kleist and later Karl
Leonhard advocated a model which related to the endogenous
psychoses encompassing a wide range of diseases. In contrast, Ernst
Albert Zeller, Heinrich Neumann and Wilhelm Griesinger and Leonhard
championed the concept of a unitary psychosis. Unitary psychosis' is the
collective name for a set of disparate doctrines whose common
denominator is that there is essentially only one form of psychosis and
that its diverse clinical presentations can be explained in terms of

endogenous and exogenous factors.

As a compromise between these two conflicting views, Kraepelin
proposed that the endogenous psychoses could be divided into two
groups. In the sixth edition (1899), he first made the distinction between

manic-depressive psychosis and dementia praecox, now called
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schizophrenia. He believed that manic-depressive disorders and
melancholia (depression) were exogenous and thus were treatable,
while dementia praecox fell among the endogenous, incurable
ilinesses.The Kraepelinian dichotomy has survived to the present day

and forms the basis of most standard systems of classification.

Kraeplin later worked with Carl Wernicke (18481 1905) who in this area
was more well known for developing the dis connectivity theory of
schizophrenia. Although he was best known for his theories regarding
the neural circuitry involved in higher cognitive functions and the
neuropathology of aphasia, he also studied the neuroanatomical and
functional aspects of schizophrenia. In his textbook (Outlines of
Psychiatry 1900) which was based on detailed reviews of his clinical
cases, he outlined his hypothesis that there is a deficiency in association
fiber connectivity in schizophrenia that contributes to an over-activation
of cortical sensory regions that can then lead to the development of
psychosis. Until the middle of the nineteenth century, mental disorders

were classified on the basis of their clinical symptoms only.

In an innovative departure, Pinel attempted a classification, which took
into account, not only symptomatology, but also the observed course of
the illness (de Boor 1954). The work of Kahlbaum has obvious parallels
with this approach. He paved the way for Kraepelin, Jaspers and others
by inspiring the development of a 20(th) century clinical psychiatry. With
his work he contributed to new ideas in general psychopathology and in
psychiatric nosology. He described "clinical state-course-entities" and
developed the concept of "exogenous reaction types", which would later
be known as the "Bonhoeffer-paradigm". Kahlbaum was also the first to

differentiate between centripetal, intracentral and centrifugal psychic
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functions, which was later transformed into the "psychic reflex circuit" by
Wernicke. The concept of organic versus non-organic psychoses proved
to be a heuristically fruitful classification system even for modern
psychiatry. Kahlbaum was the first German psychiatrist to describe
several disorders and syndromes and to coin new psychiatric
terminology for them, including paraphrenia, hebephrenia, catatonia and
cyclothymia. These terms and their originally associated meaning are
still in use today. Kahlbaum's ambitious scientific aim was to develop
specific therapeutic strategies which were based on a methodologically
and etiologically sound classification system, which still remains the

basis of mental health science today. (Clark et al 2017)

Section 1(b): modern classification

Throughout the history of psychiatric classification, two distinct
approaches have been taken to delineate the nature of specific
psychopathologies. In this respect, experts gather under the auspices of
official bodies, and delineate classification systems through group
discussions and various associated political processes. This approach
characterises official nosologies, such as the current DSM 5 and the ICD
11. It also often characterises official efforts to influence the constructs
and conceptualisations to support the needs and perspectives of funding
bodies. For example, the US National Institute of Mental Health&
Research Domain Criteria (RDoC) is one such example, whose efforts
involve the delineation of constructs that are intended to be shaped and

organised by panels of experts. (Carcone & Ruocco, 2017)

In contrast the second approach is an empirical one. In this approach,

data are gathered through psychopathological research and other data
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collection processes. These data are then analysed to support
Investigations into specific research topics. This approach is sometimes
characterised as being more fbottom upothan compared to the more
ftop d o w approach of official nosologies. This is because the approach
generally starts with basic empirical observations and description, and
looks to assemble them into classification understandings, rather than

working from a pre set of assumed assumptions and conceptualisations.

(Muslim 2010) notes that two distinct approaches have been adopted
for addressing ethical issues: the first is a dop-down @pproach which
focuses on developing policy, procedures, regulations and guidelines to
aid decision makers. The second is a d®ottom-up @pproach, which
begins by gathering data from those who are most affected by the
issues and attempts to inductively develop by consensus, certain

applicable recommendations and policies.

It was Kraepelin, among others who mostly influenced the development
and emergence of our modern psychiatric ways, which were written into
the foundations of the first DSM in 1952. By DSM 3 in 1980, it was
thought that unreliability had been exorcised. (Blashfield et al 2014).
However despite the many advances in categorising illness and
disorder, improving communication between clinicians, as well as

providing an easy to measure metric for quantifying symptom typology.

The current classification system is described by Dalgleish et al, (2020),
(Hyman 2010) as chaotic, likening it to an epistemic prison that is limited
and constrained by both health insurance and pharmaceutical practices,
despite the many biomedical advances that have emerged in

neuroscience and genetic research (Garcia & Gutierrez 2020). It is this
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approach that lies at the heart of government and legal policy making as
it relates to funded research, whilst simultaneously constraining and
misleading the general media view, pertaining to the benefits that
improved healthcare brings to the population at large. Such research is
sanctioned and supported by government and legal policies and
dominates social and public discourse about mental health and illness,
as reflected generally in art, literature and the commercial visual media
(Ussher, 2010).

Despite the fact that attempts to categorise mental health issues have
been made for thousands of years, codified diagnostic models did not
begin to take shape until the 19th century, when the biological and
Linnaen botanical categorization systems were developed. The release
of the first edition of the DSM in 1952 was made possible in large part by
Kraepelin's Compendium der Psychiatrie, which was published in 1883
(Compton & Guze, 1995). (DSM-I, American Psychiatric Association,
1952). When the DSM-IIl was published in 1980, it provided a
comprehensive multiaxial diagnostic framework with precisely
operationalized criteria for a wide range of diseases and no allegiance to
any particular theoretical perspective other than a broad biological
paradigm. Diagnostic psychiatry was heralded as experiencing a
"paradigm shift" with the release of the DSM-III, which saved the field
from "unreliability and the oblivion of irrelevancy"” (Blashfield, Keeley,
Flanagan, & Miles, 2014). (Frances, 2009, p. 2). The DSM-5, the most
recent iteration of the DSM, was released in 2013, following a 14-year
gestation period, and it contains 947 pages encompassing about 541
diagnostic categories (up from 106 in the DSM-I; American Psychiatric
Association, 2013).
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The DSM and ICD have evolved into self-perpetuating systems that now
govern and define all aspects of how we conceptualize mental health.
They provide an organizing framework for virtually all core texts in
psychiatry, clinical psychology, and abnormal psychology (Cosgrove,
Krimsky, Vijayaraghavan, & Schneider, 2006; Marecek & Hare-Mustin,
2009), they guide mental health training across the helping professions,
and they define how we assess, manage and treat mental health

problems worldwide.

There are many factors underscoring this rise to dominance of the DSM.
Some are certainly sociopolitical (Kawa & Giordano, 2012; Khoury,
Langer, & Pagnini, 2014) with diagnoses offering a biomedical legitimacy
to discourse about mental ill health that has a broad academic,
professional, and social appeal. Others are more pragmatic as, without
doubt, the diagnostic paradigm offers some clear benefits to clinical and
research practice: It provides a system for describing clusters of
symptoms that facilitates communication between users of services,
clinicians and researchers; it sets out a common metric for research
programs; and it provides an organising principle for the development
and evaluation of diagnosis-led assessment and treatment approaches
(Hayes & Hofmann, 2018). Finally, for some, the biomedical model at
the heart of the diagnostic approach also brings a legitimacy to the
suffering that is experienced, reducing stigma and deflecting pejorative
judgments that mental ill health reflects some form of personal
weakness on the part of the diagnosed.

Section (1c) Clinical constraints
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Despite the obvious advantages of the diagnostic paradigm, as a
framework and guiding structure for controlling and explaining mental
health care practices, there is a gathering apprehension that the
taxonomic approach instantiated in the DSM and ICD runs counter to the
growing range of available clinical and research evidence, which may be
hampering our understanding of mental ill health and consequently how
we manage and treat mental illness (Insel, 2014; Kotov et al., 2017).
(Craig & Boardman, 1997), in their review of the literature, looked to
capture the problem of identifying commorbidity, associated with various
mixed diagnoses of mood disorder, as they cross over with general
anxiety disorder, substance abuse, stress related disorders, obsessive
compulsive disorders (OCD) and Post Traumatic Stress Disorder
(PTSD) for eg. (Angst, 2013) notes that as clinicians and researchers,
we rely to a great extent on the diagnostic manuals. DSM-5 added
increased activity and energy levels on top of DSM-1V's elated and
irritable mood as criterion A, as a core feature of mania, to differentiate
the condition. Machado-Vieira et al, (2017) findings confirmed that
including increased activity or energy as part of DSM-5 criterion A
decreases the prevalence of manic and hypomanic episodes but does
not affect longitudinal clinical outcomes. This preference for a hierarchy
of symptoms has no basis in empirical data. The consequences of which
mean changes in the diagnoses of many subjects with a DSM-IV bipolar
disorder into MDD. Angst (2017) reports the data supported the inclusion
of heightened activity (energy) as a diagnostic criterion but not its
hierarchical position in the DSM-5 concept of bipolar disorder

Section 1(d): Classification and bipolar

What is bipolar disorder? (BD)
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Bipolar disorder is a chronic and complex mood disorder that is
characterised by an admixture of manic (bipolar mania), hypomanic and
depressive (bipolar depression) episodes, with significant subsyndromal
symptoms that commonly present between major mood episodes.
(Mcintyre et al 2020, Angst 2007). Ghaemi et al, (2022) remind us that
all revisions of DSM since 1980 have suffered from an overly pragmatic
approach to diagnostic definitions. Most definitions have been
constructed for many dubious purposes, with research evidence not

necessarily being a primary one.

Ranked among the leading causes of worldwide disability, bipolar |
disorder has been consistently associated with significant medical and
psychiatric comorbidity, premature mortality, high levels of functional
disability and reduced quality of life, as well as high rates of suicide.
(Angst 1998, 2007, Ghaemi et al 2008). The essential feature of bipolar |
disorder requires the occurrence of at least one fully syndromal lifetime
manic episode, although depressive episodes are common. Bipolar Il
disorder requires the occurrence of at least one hypomanic episode and
one major depressive episode; it is no longer considered a milder form
of bipolar disorder as it is associated with considerable time spent
depressed and with functional impairment that accompanies mood
instability. (Angst 2001). Bipolar disorder with mixed features is a
complex presentation in which a mood episode from either the manic or
depressive pole is complicated by the presence of subsyndromal but
clinically significant symptoms from the opposite pole. (Swann 2017).
Patients with bipolar depression have greater morbidity and mortality
than patients with bipolar mania, with depressed patients having a

higher risk of suicide, inter episode panic attack and psychosis. By
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definition, subsyndromal describes a person as exhibiting symptoms that
are similar to but not severe enough for diagnosis as a clinically
recognised syndrome. (Angst et al 2011). When applied to depression,
subsyndromal symptomatic depression (SSD) indicates that a person's
depression symptoms don't quite meet the criteria for a diagnosis of a
major depressive disorder. SSD can include people who experience

brief, recurring episodes of depressive symptoms.

Irrespective of its quantitative features, and given the nature of mixed
features and comorbidity, particularly in adolescents, (Mcintyre &
Calabrese 2019) remind us that clinicians should be alert at all times for
symptoms of bipolar disorder in undiagnosed patients, know what
symptoms most likely suggest bipolar versus unipolar depression, have
expertise in providing ongoing treatment to diagnosed patients, have a
clear picture of family history and any substance abuse, and be
knowledgeable about managing common medication-related side effects
especially in view of the chances of comorbidities. Prompt and accurate

diagnosis is both essential and critical for a reliable diagnosis.

For the first time, bipolar disorder has its own chapter within (DSM 5,
published 2013), sitting in between depressive disorders and
schizophrenia spectrum disorders. The diagnostic criteria now includes
both changes in mood and in activity or energy. However one needs to
be mindful of the changes in energy criteria that in DSM 5 now place it
hierarchically above mere elevation of mood (Angst 2017). also and
previously, the diagnosis of a mixed mood episode required a patient to
simultaneously meet the full criteria for both mania and major
depression. However, in DSM 5 a new specifier with mixed features has

replaced that necessity, and now acknowledges the coexistence of up to
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three manic (sub threshold) symptoms, appearing and observed
simultaneously within a major depressive episode. (Phillips & Kupfer
2013). In view of this the bare essentials of the categorical diagnosis
model is considered far too rigid to encompass the wide range of
symptomatology encountered in modern clinical practice. Since the
publication of DSM-IV in 1994, neurobiologists and anthropologists have
criticized the rigidity of its diagnostic criteria that appear to exclude
whole classes of alternate illness presentations, as well as the lack of
attention in contemporary psychiatric nosology to the role of contextual
factors in the emergence and characteristics of psychopathology. (See
Fernandez & Aggarwal 2013)

The two main genetic mood disorders are: unipolar depression and
bipolar disorder. The main reason for mis diagnosis is reported to be
unipolar depression. (Singh & Rajput, Mcintyre & Calabrese 2019).
Differentiating bipolar disorder from unipolar depression is one of the
most difficult clinical questions posed in pediatric psychiatric practices,
as misdiagnosis can lead to severe repercussions for the affected child.
(Kelberman et al 2021) reviewed a large range of neuro imaging studies
and could come to now conclusive difference. Meter et al 2021 remind
us that people who have major depressive disorder (MDD) or bipolar
disorder (BD) will have their first episode of depression in adolescence.
They compared phenomenological differences among youth with MDD
or BD hospitalized for an acute episode of depression and found that the
presence of subsyndromal manic symptoms during an episode of MDD
currently offered the clearest way by which to differentiate between

bipolar depression and unipolar depression.



42

To confound matters, unipolar depression and bipolar depression share
the same symptoms with only three main differences: 1) Bipolar
depression is more episodic than unipolar, 2) Bipolar depression is
always on the edge of mania, and 3) Due to the mania risk, bipolar
depression treatment is different than unipolar depression treatment.
Arhe distinction between schizophrenia and bipolar iliness, should be
ideally linked to the considerations of the prototypical avhatness 6
(residing in the alterations of the structure of subjectivity (Parnas 2011,
2012)) rather than rely on the quantitative check lists ¢ o r. leos 0
example, clients with trauma and emotional dysregulation will have high
emotional energy states for short periods of time (even fluctuating within

the course of hours or a day).

This is important to distinguish from a true Bipolar illness, where clients
have manic and irritable mood states that last days to weeks to even
months in the case of major depression. Clients with emotional
dysregulation can often identify a triggering event such as the breakup of
a relationship, criticism or failure at work or school, or family stress.
Bipolar Disorder, on the other hand, is a mood disorder with less day-to-

day volatility around mood states (though it is often triggered by stress).

In DSM 5 bipolar and related disorders are now separated from the
depressive disorders by schizophrenia and the psychotic spectrum
disorders. This recognises the bridge between symptomatology, family
history and genetics. BD 1 criteria represents a modern understanding of
the classic manic depressive disorder or affective psychosis described
by psychiatrists in the 19th century; differing only to the extent that
neither psychosis nor the life long experience of a major depressive

episode is a requirement. Bipolar 2 on the other hand does require the
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lifetime experience of at least 1 episode of major depression and at least
one hypomanic episode. Both conditions are considered to be equally
debilitating as both are affected by depression to a large extent.
Moreover, the mood disorder is typically complied by dysfunction and

disruption to work routines and social interactions.

The classification of mood disorders under DSM IV had 2 major
shortcomings: an under diagnosis of bipolar disorders, and a large
number of patients had to be classified as ot otherwise specifiedd
Several other sub-groups are now operationally defined in DSM 5.
(Angst 2013). The diagnosis for bipolar as per DSM 5, now requires not
only the presence of an irritable mood but also increased levels of

activity and energy.

Section 1(e): Diagnostic classification

Broadly speaking, the DSM consists of three major components: (1) the
diagnostic classification, (2) the diagnostic criteria sets, and (3) the
descriptive text. The diagnostic classification is the official list of mental
disorders recognized in DSM. Each diagnosis includes a diagnostic
code, which is typically used by individual providers, institutions, and
agencies for data collection and billing purposes. These diagnostic
codes are derived from the coding system used by all U.S. health-care
professionals, known as the International Classification of Diseases,
eleventh Revision, Clinical Modification (ICD-11-CM).

For each disorder included in DSM, a set of diagnostic criteria indicates
symptoms that must be present (and for how long) as well as a list of

other symptoms, disorders, and conditions that must first be ruled out to
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qualify for a particular diagnosis. While these criteria help increase
diagnostic reliability (i.e., the likelihood that two doctors would come up
with the same diagnosis when using DSM to assess a patient), it is
important to remember that these criteria are meant to be used in

conjunction with what is found empirically.

To support the DSM system and expand a more informed and broader
understanding of mental disorder, the National Institute of Mental
Health's Research Domain Criteria offers a framework that places an
emphasis on the integration of fundamental behavioural and
neurological research. In doing so, it identifies four major problems that
make it difficult to understand and categorise mental disorders: (1)
comorbidity, which refers to the fact that people with mental iliness
frequently meet the diagnostic criteria for multiple conditions; (2)
thresholds; (3) whether the relevant phenomena are discrete categories
or dimensions; and (4) aetiology, which includes direction as to the

causality of mental disorders. (Clark et al, 2017)
Descriptive Text
The third area of DSM is the descriptive text that accompanies each

disorder. The text of DSMi 5-TR provides information about each

disorder, advocating the following aids:

O«

Recording Procedures

O«

Specifiers

Ox¢

Diagnostic Features

Associated Features

O«

Prevalence

O«
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O«

Development and Course

O«

Risk and Prognostic Factors

O«

Culture-Related Diagnostic Issues

O«

Sex and Gender-Related Diagnostic Issues

O«

Association With Suicidal Thoughts or Behavior

O«

Functional Consequences

O«

Differential Diagnosis

O«

Comorbidity

https://psychiatry.org/psychiatrists/practice/dsm/about-dsm

The restrictions on description are discussed elsewhere and iti s
limitations within the categorical system. However it is worth reminding
readers that the current DSM 5 fails to santion the need for reliable first
person description, by largely omitting any reference to either together
temporality or the subjective nature of mental health, which has been
widely reported elsewhere. (Pienkos 2013, Nordgaard et al 2012, Sass
& Parnas 2017, Fuchs 2010). This remains a stark omission to the
fundamental diagnostic process. Nonetheless, it does not constrain the
omission of new classifications, or even adaptations to existing ones.
The aim of which appears to be to offset some of the questions that
arise due to the problem of complex diagnosis, and add additional
specification, which lies outside the general classification protocols. With
bipolar now thought to exist as part of a continuum. (Fanjia Guo et al
2020). See (Lojko et al 2014) for a review of all the relevant DSM mood

disorders and codes

Section 1(f): New classifications
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The current DSM 5, (published in 2013), includes 3 new mood disorders:
(1) Disruptive mood dysregulation disorder, (2) persistent depressive
disorder, and (3) premenstrual dysphoric disorder. However there
remains a lack of empirical data to support validity. (Baweja et al 2016).
Despite the developments in the evolution of our understanding of mood
disorders, (Rakofsky & Rapaport 2018), our understanding of exactly
how multiple factors influence the development and course of even the
most common mental disorders remains incomplete. As a result, our
major classification systems, ie DSM 5 and ICD 11, are based almost
exclusively on observable externally observed behaviours (signs) and
self-reported internal observation of emotions, feelings, moods and
thoughts (symptoms) rather than on any underlying internal, external
relationship and, or causal mechanisms, rather than on clinical

examinations of subjective conscious experience. (Sass & Parnas 2017)

Notably, the continued absence of any notable direction towards and
mainly exclusion of subjectivity and temporality, within the current
classification system, seem to suggest that we have reached the limits of
understanding the complex nature of mental disorder, through outwardly
observable signs and internally experienced symptoms alone. (Sass &
Parnas 2007)

In favouring a system structured by the rigid categorisation of disorders,
based upon a quantifiable number of symptoms being present or not, at
a given time, in relation to their duration and frequency, the given
number of reported episodes, the present diagnostic system largely
ignores any observed empirical evidence, qualitative or otherwise, which
sits outside it. This serves to undermine the validity and integrity of not

only the process of diagnosis but the system that is intended to serve it
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(quote). If for no other reason than this approach fails to capture the
continuous nature and complexity that is inherent in mental health
disorders, a fact that is highlighted in cases of comorbidity. (Kreuger et
al 2018), which (Dalgleish et al ) consider is the rule now rather than the

exception

To address the dynamical and changing nature mental health disorders,
the DSM system has been forced to put forward numerous
modifications, transformations and changes, including the introduction of
countless new sub types symptom revisions to off set and fill diagnostic
limitations and gaps, leading to the classification and categorisation of
bipolar and other mood disorders for eg, becoming ever more shrouded
in confusion, doubt and uncertainly, with the obvious effect on diagnostic
validity, whilst in pursuit of inter rater reliability. (Angst 2007). It has been
reported that DSM 5 was intended as another radical shift, to
acknowledge that mental disorders are continuous in nature and in the

main exist on spectrums. (Phelps 2016)

Although this fact was acknowledged it was largely omitted from the final
draft of the manual. Prior to the publication of DSM 5 a review of the
nature of the existing categorisation protocols took place. Members of
the DSM-5 Task Force and Work Groups reviewed the results of the
abundant neuroscience research published over the past two decades
and realised that fthe boundaries between many disorder @ategories 0
are more fluid over the life course than DSM-IV had previously

r e ¢ o g nllosvever,dhey concluded that the switch to and the
implementation of a dimensional approach to diagnosis, would have
dramatically changed the focus of the DSM as a whole. The Task Force

frecognised that it is too premature scientifically to propose alternative
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definitions for mostd i s o r. B®M-5sthius continues to use the
categorical approach to clinical diagnosis, or in other words the system,
most familiar to clinicians worldwide. In addition, The Psychotic
Disorders Workgroup decided that DSM-IV criteria for the psychotic
disorders o not accurately capture the considerable variability of
symptom profile, response to treatment, and most importantly, social
functionando ut ¢ ¢ Bedermann & Fleischhacker, 2016);
however, despite this admission, and considerable pressure to move to
a dimensional approach to the diagnosis of psychotic disorders, the

DSM-5 does not represent such a paradigm shift.

Section 2: reliability and validity

Section 2(a): The soft underbelly

Psychiatric diagnosis was historically referred to as the "soft underbelly"
of psychiatry prior to DSM Ill in 1980 (Spitzer et al 1979) because of low
inter-rater reliability. Diagnoses in the past were interpretative and rather
arbitrary. Psychiatry has fewer laboratory markers or imaging data to
support a preliminary diagnosis than the rest of medicine. Later versions
of the DSM, however, have aimed for more precise, trustworthy
diagnoses. Despite this, American psychiatry and their DSM charter
continue to have many difficulties with accounting for the particularities
of inter-rater reliability of mental diagnosis and thus with the reliability
and validity of diagnosis more generally.

Section 2(b): Standardising the system
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There were two significant breakthroughs in the United States that ran
concurrently with the initial worldwide initiatives at operational
standardisation. First, a seminal work by E. Robins and Guze from 1970
proposed a set of guidelines for determining the validity of clinical
syndromes (such as distinctiveness from other conditions, a shared
clinical course, and genetic aggregation), and it used schizophrenia as
an example. The 12 diagnostic categories were then subjected to these
concepts by Woodruff, Goodwin, and Guze in 1974. Second, academic
departments of psychiatry created specialised diagnostic criterion sets
based on this theoretical viewpoint to standardise case identification for
research purposes, the outcomes of which could be utilised to enhance
and establish the validity of the criteria. The first such set was the
Research Diagnostic Criteria (RDC) produced at Columbia University,
which came after the "Feighner criteria" developed at Washington
University (Feighner et al., 1972). (Spitzer, Endicott, & Robins, 1978).
These efforts resulted in the DSM-III (APA, 1980), which was the first
mental health categorization system to significantly advance the

descriptive approach to psychiatric diagnosis.

Each mental disorder in the DSM-IIl was operationally reduced to and
defined by a specific list of observable more or less biological signs
(such as weight loss of at least 25% of original body weight or defaults
on debts or other financial obligations) and patient-reported symptoms
(such as hallucinations, loss of appetite); as well as by several types of
specific thresholds for determining a disorder's presence, including (a)
number of signs and symptoms. The categorisation of mental health
disorders into neat little bundles was couple with a quantification of signs

and symptoms that made it easily recognisable. However as has been
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noted, mood and other mental health disorders are far from simple (See

Fernandez et al 2018, for a review of brain complexity.)

Despite the obvious complexities that were not being accounted for, the
strength of the Diagnostic and Statistical Manual of Mental Disorders
(DSM-IlI, DSM-III-R and DSM-1V), nonetheless, was to base psychiatric
diagnoses on defined operational criteria, which resulted in high inter-
rater reliability. However, a weakness, shown in relation to DSM-IV, was
that it was only able to formally diagnose less than 50% of the patients
actually treated (Angst et al. 2010). This clinically unacceptable situation
derived partly from the lack of operationalised sub threshold observation
and thus diagnoses. In recognition of the fact that for a large group of
patients receiving treatment clinicians have often not had an alternative
to the residual, catch-all diagnosis not otherwise specified (NOS).
Consequently, DSM-5 (2013) now includes a new list of defined sub
threshold syndromes, which has stimulated new research, allowing for a
more multi dimensional analyses of mental health disorders. New sub
categories have been added in an attempt to circumvent the narrow
straits of categorisation. Consequently, recurrent brief depression and
even short-duration depressive episodes (4 to 13 days), as well as 2-
week episodes with insufficient symptoms, now have their place. (see
Angst 2013). Subthreshold pediatric BP disorder is a well known a
clearly identifiable morbid condition associated with significant functional
impairment including psychiatric comorbidities and high rates of
suicidality. (Vaudreuille et al 2018). As pediatric bipolar disorder tends to
evolve over time, some adolescents may present to clinical attention
with insufficient symptoms to fulfill full diagnostic criteria for a diagnosis

of BP disorder. While much is known about full threshold pediatric BP
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disorder, little is known about subthreshold forms of pediatric BP

disorder.

Section 2(c): what is Inter Rater Reliability (IRR)?

IRR enables researchers to quantify the degree of agreement or
consistency in ratings among two or more raters in clinical ratings (e.qg.,
Ventura et al. 1998). The aim of inter-rater reliability, despite not having
any recognised published guidelines pertaining to best practice, is to
attain a reliable diagnostic consensus among clinicians and where
possible achieve early detection. (Gruber & Weinstock 2018). In other
words, it refers to the consistency with which a particular assessment
method comes to the same conclusions when applied by different raters
to the same information sources and body of authority. Reliability is
particularly important when there is no @old standard @s is the case in
making psychiatric diagnoses. Where the result of rater judgement is a
need for classification, two classes of measure of agreement have been
used, ie, those based only on the percentage of subjects receiving the
same classification from the raters, known as (percentage agreementg
and those incorporating also a @orrection for chance agreement6 (See
Einfield et al 2007). Contrary to DSM Il claims, reliability does not
naturally necessitate or lead to validity; especially when reliability is the

primary goal.

Validity, on the other hand, is the extent to which a mechanism used to
measure something, actually measures what it is intending to? In the
case of bipolar and, or other mood disorder variant, one has to consider
the validity of the diagnostic tools being used; and ask, do different

assessment systems arrive at the same diagnosis for the same patient?
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What makes a reporting or observational mechanism valid? (Luby &
Belden 2006) state that, essential to understanding early onset mood
disorders is knowledge about the developmental trajectory of the related,
basic emotional processes. Substantial gaps, relating to the emotional
development of joy and sadness, as well as the "complex and self-
conscious" emotions of guilt and shame were identified. These selected
emotions were deemed key to understanding the developmental
psychopathology of mood disorders. They also reviewed developmental
literature on "emotion dynamics" and "emotional competence," and
proposed an integration of these two emotion-development frameworks
to create a new and testable developmental psychopathology model for
understanding early-onset mood disorders. (Beck 1994) notes that
reliability and validity are two areas where the criteria of logical
empiricism appear to be imposed upon phenomenology as a research
method. The search for rigour has led to the idea it seems that many
qualitative researchers have still not contextualized the role of validity in
qualitative analysis. (Giorgio 2002, Giorgio & Giorgio 2017) have
disputed this. Controlled phenomenological qualitative research is now
much closer to experimental situations and so the validity issue is not as

pressing as is often supposed.

This prompts the question of the nature and reliability of description in
phenomenological research. (Sass & Parnas 2015) The
conceptualisation of psychopathological phenomena into discrete
entities is typically inadequate for observing dynamical interplays
between interdependent, embodied and inter subjective entities. (Fuchs
2005). Nonetheless, reliable indicators of validity, such as that that
emanate from rigorous descriptive analysis (see Giorgio & Giorgio 2017)

which provides an added clinical utility and dimensional that enable one
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to obtain an accurate view of the nosological state of mental disorders

when evaluating different aspects of their nosological construction.

IRR enables researchers to quantify the degree of agreement in ratings
among two or more raters in clinical ratings (e.g., Ventura et al. 1998),
aiding in the resolution of issues of differential diagnoses and either over
diagnosis or under diagnosis of BD (e.g., Hirschfeld et al. 2003;
Zimmerman et al. 2008). Notwithstanding this, the fact that there are no
published guidelines on IRR and increasing amounts of evidence
pointing to a substantial proportion of individuals previously diagnosed
with BD failing to meet formal diagnostic criteria upon structured
interview, leading to false-positive cases in addition to the false-negative
cases encountered in routine care (Zimmerman et al. 2008), puts the
whole notion of rater reliability into question. (Gruber & Weinstock 2018).
A statistic vaunted by some and ignored by others is that it has been
reported that 40% of diagnoses tested in field trials for DSM 5 received
insufficient inter rater reliability. (See Ruggero et al 2019). Validity and
reliability are nonetheless central to research integrity, and nowhere is
this more evident than the suitability and reliability of the data gathering
process, as part of a robust methodology. The integrity of the description
of the data is an essential ingredient, if one is to make defendable

knowledge claims and to gain the acceptance of the scientific world.

Section 2(d): reliability of data and the interview process

While diagnostic criteria helps to establish reliable diagnoses, the
methods of gathering and interpreting patient data have a tremendous
effect on how likely it is that 2 examiners will come to the same

diagnostic conclusion for a given patient. In order to enhance the
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reliability of psychiatric diagnosis, the American Psychiatric Association
released the Structured Clinical Interview for DSM-III, which has
accompanied the evolution of the DSM through several revisions and
expansions. Since then, the use of the interview has spread widely and it
has become the main instrument to select and describe research
samples all over the world. The latest version of the instrument is called
&CID-5 @nd it has five different versions, the main of which is the SCID-
571 Clinician Version (SCID-5-CV), a shorter and reformatted version of
the SCID-5-Research Version that covers the most common diagnoses

seen in clinical settings. (Gruber & Weinstock 2018.)

(Osorio et al 2019) assessed the clinical validity and different reliability
indicators (inter- rater testi retest, joint interview, face-to-face vs
telephone application) of the SCID-5-CV in a sample of 180 patients.
The SCID-5-CV presented excellent reliability and high specificity as
assessed with different methods. The clinical validity of the instrument
was also confirmed, which supports its use in daily clinical practice.
Osorio et al conclude in their study of validity and reliability that the
excellent reliability and high specificity of the clinical version of the SCID-
5 have been confirmed through different methodologies, supporting the
status of the instrument as the main choice for diagnostic assessment in
psychiatry, especially in the context of clinical research. The
measurement used most often to determine reliability is called the kappa
statistic, described by Kirk and Kutchins (1992), DSM-III& foremost
critics, as a mathematical formula often utilized in social sciences
research i e.g., anthropology, sociology i to minimize reliability
occasioned by sheer chance. However despite the fundings of this

study, in the main, phenomenological analyses of subjective
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experiences, temporal or otherwise have been discluded from validity

checks.

Nonetheless, two findings of this study deserve to be highlighted: (i) the
adequacy of the instrument for telephone use, which may have an
important positive impact in the selection of participants for clinical and
epidemiological studies in distant or remote areas; and (ii) the need for
caution in the use of the instrument by professionals with little
experience in clinical psychiatry, which seems to be fundamental in the

rating of psychopathology.

Spitzer famously asked: are skilled and experienced clinicians actually
needed anymore? Why he asks do we use expensive and unreliable
(differing by consensus) psychiatrists when you can employ less
expensively trained clinicians, who stick to the script? (Nordgaard et al
2012) remind us that despite highly structured interviews have become
the golden standard of interviewing in psychiatry, primarily in research
but also, increasingly, related to ordinary clinical work, the literature
relating to psychiatric interviewing in the main deals with comparisons of
the relative efficacy, ie the degrees of sensitivity and specificity, and
reliability of particular interview approaches. All too often, these
discussions fail to address the more overarching theoretical concern, in
terms of what is the epistemologically adequate manner of obtaining
psycho-diagnostic information, what is the ontological position and
nature of the disorders? There is limited mention in the literature any
single contribution that systematically addresses ontological and
epistemological foundations. By éoatological 6l éefer here to the nature of
the psychiatric symptom and sign, the establishment of which is often

the primary objective of the psychiatric interview
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Section 2(e): reliability and mood disorder diagnosis

A major goal for the revision of the International Classification of
Diseases and Related Health Problems, starting with the Tenth Edition
(ICD-10) was to increase the clinical utility of the diagnostic system.
Schizoaffective disorder, for eg, has a history of poor diagnostic
reliability due to the similarities and overlap in symptoms that it shares
with other disorders, especially primary psychotic and mood disorders.
Results suggest the discrepancy in diagnosing schizoaffective disorder
Is related primarily to the presence of mood symptoms and
discrepancies about whether those symptoms are more consistent with
schizoaffective disorder or a mood disorder diagnosis. Continuing to
identify ways to more accurately capture the closely inter connected and
inter woven nature of mental illness, ie, complexity of mood disorders,
will be important in the future as well as systematic efforts to educate
clinicians about differential diagnosis; see (Peterson et al 2019).
(Moriarity et al 2021) conclude that mood disorders and substance
abuse, a common occurrence today, are frequently found to be
comorbid (Kessler et al., 1997). This co-occurrence is associated with
worse treatment outcomes, more severe course of illness, and
heightened risk of suicide (Tolliver & Anton, 2015). Compared to
individuals with no mood disorders, those with unipolar depression were
twice as likely, and people with a bipolar spectrum disorder (BSD) nearly
seven times as likely, to have a history of substance use (Kessler et al.,
1997). Importantly, research suggests that the relationship between
problematic substance use and mood symptoms is bidirectional in
nature (Pacek et al., 2013; Salloum & Thase, 2000). This is consistent

with theories that suggest that one reason for this comorbidity is that
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features of one disorder increase risk for the other (Strakowski &
DelBello, 2000, Dalgleish et al 2020). Consistent with research
suggesting that not all symptoms of a given diagnosis have the same
risk factors (Fried et al., 2014), it is possible that not all mood symptoms
confer equal risk for all types of problems secondary to substance use,

and vice-versa.

Section 3: Misdiagnosis

Section 3(a): what is meant by misdiagnosis?

1. Misdiagnosis i to form an incorrect opinion about the cause of an
iliness or disease which in turn results in an inappropriate treatment
pathway

2. underdiagnosis is a condition that is often not diagnosed when
present and very rarely diagnosed when absent

3. overdiagnosis is a condition which is as frequently diagnosed when
absent as often as when it is present. This is the bigger problem

(Zimmerman et al 2008).

Section 3(b): why is misdiagnosis so prevalent?

(Hirschfield et al 2003) have historically reported that overall
misdiagnosed cases of bipolar have run as high as 69%. (Zimmerman
2008) report that they diagnostic assessment guidance system for
bipolar 1 / mania was eased after DSM |V to include activity and energy
symptoms, and the cut off for hypomanic symptoms for example, was
reduced, consequently, the percentage of new people meeting criteria

for Type | and Il increased by 47%. This supports the previous lack of
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and shortcomings related to symptom definitions. (Phillips & Kupfer
2013) report that up to 60% of bipolar cases are mis diagnosed whilst
seeking help for unipolar depression. (Stiles et al 2018) report the figure
somewhat lower at 40%, howeveré . Shen et al 2018) report
misdiagnosis rates as high as 76.8% in China. Of the 177 patients
enrolled, 36 had mixed features, 53 had rapid cycling episodes, 51 had
comorbidity with other disorders, and 17 were diagnosed with other
specific bipolar and related disorders, denoting it& heterogeneous,
multifaceted nature. (McLintyre & Carabrese 2019) have also reported
that 64% of mis diagnosed cases happen in primary care settings, which
suggest that practicing clinicians often fail to recognise the symptoms,
particularly relating to mania and hypomanic or that they are not even
observed and thus reported and simply go by unchallenged. The limited
amount of time that some clinicians spend with patients also contributes

to incorrect diagnoses.

The misdiagnosis of bipolar disorder is widely prevalent as further
evidenced by patient surveys, administrative claims data and studies
measuring clinicians @iagnostic accuracy. (Zimmerman et al 2008, Shen
et al 2018). The consequences of a missed or incorrect bipolar disorder
diagnosis can have serious short and long-term repercussions for a
patient. In their review of the literature, Rakofskey and Dunlop, (2015)
undertook a systematic analysis of over-diagnosis and under-diagnosis
rates calculated from all adult bipolar studies comparing patient reported
diagnoses with diagnoses resulting from DSM-1V based structured
assessments/checklists. Five of the 368 publications were selected
using OVID medline and demonstrated under-diagnosis rates of 30-51%
and over-diagnosis rates of 12-13%. These results contrast with earlier

publications suggesting over-diagnosis of bipolar disorder occurred more
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frequently than under-diagnosis. An in-depth analysis of the various
mechanisms contributing to the over and under-diagnosis of bipolar
disorder include limitations in the design of structured research
interviews, racial and social bias, and memory impairment. See
(Rakofskey and Dunlop 2015)

Section 3(c): Accounting for misdiagnosis

The question of over or under diagnosis is often debated. (Zimmerman
2008).

Overdiagnosis is the idea that a disorder is commonly identified both
when it's there and when it's not. Conversely, under diagnosis means
that a disorder is not always diagnosed when it is present and is also not
always diagnosed when it is missing. Underdiagnosis and overdiagnosis
are not claims of reliability, but rather claims of validity (based on a firm
diagnosis based on pathology findings or, in the case of psychiatry, a
formal research diagnostic interview) (whether clinicians agree on what
they have diagnosed). Therefore, rather than evaluating the accuracy of
prior diagnoses from scratch (based on clinicians' diagnoses rather than
information from a study interview), we should start with some
knowledge regarding diagnosis. Poor reliability simply implies that
clinicians were unable to reach a consensus on the diagnosis. About

actual rates of misdiagnosis, it doesn't say anything.

The main reason for mis-diagnosing bipolar disorder is mistaking it for
unipolar or major depression. (Bowden 2005, Shen et al 2018, Mcintyre
et al 2020). Despite the DSM-5 diagnostic criteria for a major depressive

episode being the same for unipolar and bipolar Il disorders, the
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respective episodes differ in their natural past history (ie, patients with
bipolar disorders will have discrete episodes of hypomanias or manias,
age of onset, suicide risk, associated comorbidities, and biological
correlates. And, most importantly, they differ dramatically in the
medications that are effective.) Thus, it is critical to diagnose them
correctly. The fact that on the bipolar spectrum, bipolar depression
remains the leading cause of morbidity in patients with bipolar disorder is
corroborated by (Mitchell et al 2008), who report that at least 50% of
patients initially present with a depressive episode. (See Mcintyre &
Calabrese 2019). Even with treatment, bipolar depression accounts for
the majority of time spent unwell with the disorder and it is an important
contributor to long-term dysfunction, psychosocial impairment and loss
of work productivity. (Mcintyre & Calabrese 2019) report high levels of
over and under misdiagnosis, up to 69% were initially mis diagnosed,
60% of which was down to Major Depressive Disorder, with women
more likely than men to be wrongly diagnosed. As the diagnostic criteria
and symptoms for a depressive episode are the same in both bipolar
depression and MDD, clinicians should be aware that specific symptoms
have a higher probability of being associated with each diagnosis.
(Mcintyre & Calabrese 2019) have also reported that 64% of mis
diagnosed cases happen in primary care settings, which suggest that
practicing clinicians often fail to recognise the symptoms, particularly
relating to mania and hypomanic, or that they are not even observed and
thus reported and simply go by unchallenged. The limited amount of
time that some clinicians spend with patients also contributes to
incorrect diagnoses. In both specialist and non-specialized healthcare
settings, there are few research on the frequency of misdiagnosis and
detection rates of serious psychiatric diseases. To the best of our

knowledge, this is the first investigation into the frequency of
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misdiagnosis and the rates of detection of serious psychiatric diseases,
such as schizophrenia, schizoaffective disorder, bipolar disorder, and
depressive disorders, in a specialist psychiatric setting. Ayano et al,
(2021) report that the detection rates were highest for schizophrenia,
followed by bipolar, depressive, and schizoaffective disorders. Having a
diagnosis of schizoaffective and depressive disorders as well as suicidal

ideation was found to be significant predictors of misdiagnosis.

Section 3(d): sub-threshold symptoms and mixed features

Bipolar disorder continues to be characterised by poor clinical and
functional outcomes in many patients. Poor outcomes may be related to
subsyndromal symptoms, defined as symptoms that fail to meet the full
diagnostic criteria for a mood episode. Increasing evidence suggests
that sub threshold symptoms of bipolar disorder (ie, depressive-like,
hypomanic-like, or manic-like symptoms that do not meet diagnostic
thresholds for depressive, hypomanic, manic, or mixed episodes) in
patients with bipolar disorder, and thus not included in the diagnosis, are
associated with shorter time to future relapse into full-blown illness
episodes than in patients without such subthreshold symptoms. This
finding emphasises the significance of the effects of subthreshold
symptoms of bipolar disorder on the future disease course. (Phillips &
Kupfer 2013). Another reason is a failure to thoroughly identify with a
person& specific family history of mania and hypomania; while another
factor negatively influencing the prognosis is susceptibility to rapid
cycling, in which patients have brief if any euthymic periods and a
persistent symptomatic state is evident throughout the course of the
iliness. These facts allude to the pernicious nature of mixed features, so

that the treating physician must be alert to their presence at all times.
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Approximately 40% of patients with bipolar disorder experience mixed
episodes, defined as a manic state with depressive features, or manic
symptoms in a patient with bipolar depression experienced simultaneous
or in rapid succession. Compared with standard bipolar patients,
patients with bipolar mixed states generally have more severe
symptomatology, more lifetime episodes of iliness, worse clinical
outcomes and higher rates of comorbidities, and thus present a more

significant clinical challenge.

Given the substantial heterogeneity and wide range of symptoms that
can and do characterise and typify bipolar disorder, together with an
overlap of psychotic and affective symptoms, means the problem of
diagnosis remains complex. Despite the best efforts of individual
practitioners to support their patients, the pursuit of assessment validity
is often sought at the expense of individual and subjective integrity,
meaning mis-diagnosis frequently occurs, albeit, it is dressed up in a
variety of ways. Being reliable often means following prescribed and
unchallenged doctrines as a means of minimising any diagnostic
differences. Once one follows a one size fits all, quantifiable and
evidence based process, based on a strict set of operational criteria,
supported by a formal list of officially sanctioned symptoms then
anything outside this grace of reference remains invisible. A strict and
discrete approach to diagnosis does not easily fit with the complexities of
social interaction or the dynamical nature of temporal experience, that
typify modern day mental health disorders, where adaptation and
flexibility within an ever changing environment remain key components

underlying our capacity to change and evolve
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Part 2 - Mood disorders

Section 1(a): re-operationalising the diagnosis

A phenomenological lens views moods and the @ffects @nd emotions
that entail as encompassing phenomena that connect the body, the self,
others and the world, (Fuchs 2005), which lies in contrast to current
cognitive and behavioural opinion, which often classifies moods and
emotions as mental states, almost exclusively within our mind.
Neuroscientists often describe cognition and emotion as separable
processes implemented by different regions of the brain, such as the
amygdala for emotion and the prefrontal cortex for cognition.
(Salamander & Fusi 2010)

Even now, a lack of knowledge about the nature of affectivity itself
continues to obstruct research into affective diseases. In contrast to the
cognitive and behavioural view of mood, the phenomenological
perspective adopted in this study, is subjective in nature, viewed from
the first and second person perspective, as it relates to what Husserl
terms the lived and conscious experience, (Fuchs 2005), experiences
that are imbued with emotional and affective content (Fuchs 2016, Aho
2013).

Previous studies on affect and mood have conflated the idea of
pervasive moods with human emotions, into @ single @ondition, as if
they were the same phenomena, viewing them together as being part of
an elusive mental state, which might be better easier to reduce it to
either some cognitive or volitional feature, or dismissed merely as

epiphenomena (Dennett 1994). Traditionally melancholia as a
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combination of irrationality and behavioural inhibition was justified and
dismissed in this way. More recently, cognitive models have dominated
psychiatric approaches to depression, viewing the disorder's core as a
confluence of flawed information processing and skewed thinking (Beck
1975, Beck & Alford 2009).

Unlike our emotions, moods add another layer to the emotional life that
permeates and colours all of our current experiences. Elation, euphoria,
tranquilly, boredom, sadness, dysphoria, impatience, anxiety, or
melancholy are common examples. Moods can be roughly described as
general, essentially evaluating (i.e., pleasant or unpleasant), but non-
intentional emotional states that make a person more likely to perceive
themselves and their environment in a particular manner and act
accordingly. Consequently, emotions are fundamental and emotional
states of being in the universe that reflect "how things stand" in our lives
and how we are inclined to respond to the current circumstances.
Husserl asserts that affection is a broader type of experience that is
strongly related to the contemporary idea of enactive affectivity
(Thompson 2007). Everything we come into contact with has a relative
pull on us, which causes our attention to be drawn to various degrees.
Prior to any ego interference, everything we experience unconsciously
has an impact on us. (1994, Depraz). | affect is foundational in this
sense, which Heidegger equates with mood, consistency, affective
receptivity to the world, and our sense of self. The temporal structure at
play here as we move from the present pull, with which we are actively
engaged, to an experience we keep as a part of our ongoing experience,
exerts its own type of pull on actions that are planned for the future. The

degree to which we participate in the experience also affects how we are
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affected. In this way, affectivity is both subjective and dynamic, (Aho

2012) as well as being biological in nature. (Tretter et al 2011)

From an ontical perspective our daily matter of fact experiences are
made up of real situations and circumstances, as we go about our lives,
interacting and communicating with others, in the various ways we do in
a physically constituted world. However, as we do so, according to
Heidegger, we are always in some mood or other, which consciously
conveys to us something about ourselves and our environment,
something which always has a particular meaning, which we can always
relate to a particular situation and context. Heidegger believed that our
moods are fundamental modes of existence that are constitutive and
thus reveal how we exist or find ourselves attuned to the world as well
as how we are affected by others. In contrast to psychological accounts
of moods, which are considered to be internal, subjective, mental states
thought to be caused by one's external situation and can be inferred
from one's outward behaviour, posture, or facial expression or sign,
(Fuchs 2013)

From an ontological perspective on the other hand, Heidegger explains
that "moods are not side-effects of cognition, volition, or action, but are
something which in advance determine our being with one another" in
Fundamental Concepts of Metaphysics (Heidegger 1995) notes that our
moods are not only anything at hand, they are the very thing by which
we experience the world. They are a fundamental means of being, a
fundamental way of being-there, and this always directly entails being
with one another. Heidegger helpfully compares moods to environments
(Blattner 2006). We live in moods and atmospheres that are already

present. They are not any sort of private, secret, or arbitrary states of
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being. Instead, our perception of the world is filtered by our moods, and
as a result, we are continually immersed in them. Moods are already
present, but not in the sense that they exist separately from Dasein.
Rather, emotions exist in the sense that they are a part of and integral to
Dasein's own being. Alternatively, they are "basic ways in which we find
ourselves disposed in such and such a way" (Heidegger 1995). In other
words, they are "means of the being-there of Dasein." Moods not only
influence and, to some extent, even decide how things look to us, but
they also have an important, underlying revelatory dimension. In other
words, moods serve as a backdrop against which the outside world is
shown to us. It is crucial to emphasise two broad aspects of moods'
disclosive character before expressing the special revelatory dimension
of moods, or before describing what moods reveal to us. First, moods
typically reveal themselves in a pre-reflective and unthematic manner
(Heidegger 1992, Heidegger 1995). Despite being the unbreakable
lenses through which the world is revealed to us, moods are rarely the
centre of our attention; in fact, most of the time we fall into them without
even recognising it. Heidegger prioritises affective revelation over
theoretical disclosure, which is the second way they are disclosed: this
way our thematic view of the world always occurs through the lens of a
mood even when the presence of a mood passes unnoticed, making the
former (pre-reflection) more "primordially revealing” than the latter
themes, (Heidegger 1995).

Section 1(b): mood disorder and cognition
Bipolar illness and various other mood disorders were once thought to

be strictly biological disorders that could be treated with CBT and drugs
like lithium (Prien & Potter, 1990; Scott, 1995a; Scott & Colom, 2005).
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This viewpoint is gradually shifting due to two factors. First, stress
diathesis models have received more attention over the last three
decades. (quote). New etiological models of severe mental diseases
have been developed as a result, emphasising psychological and social
factors of vulnerability and risk. Additionally, it has boosted the adoption
of brief psychological treatments like cognitive therapy as a complement
to medication for people with severe and persistent depressive disorders
and treatment-resistant schizophrenia (Scott & Wright, 1997). Second,
pharmaceutical treatments for bipolar disorder have a substantial
efficacy effectiveness gap (Guscott & Taylor, 1994; Tacchi & Scott,
2005). In research settings, mood stabiliser prophylaxis shields roughly
60% of patients against relapse, but in clinical settings, it shields just
25% to 40% of patients from additional episodes (Dickson & Kendall,
1986). The prognosis has not improved despite the availability of newer
treatments (Scott, 1995a; Tacchi & Scott, 2005). This has also raised

awareness of alternative bipolar disorder treatment methods

According to Beck's original cognitive model from 1967, thinking habits
that magnify mood swings might exacerbate depressive mood states.
For instance, when someone is depressed, they tend to have a more
pessimistic outlook on life in general and their own future in particular
(called the negative cognitive triad). As a result, they frequently draw
unfavourable conclusions, overgeneralize, see situations as either all or
nothing, overly personalise situations, and place undue blame on
themselves (cognitive distortions). Mood swings and negative thoughts
can induce or have an effect on changes in behaviour, such as the
avoidance of social interaction. Cognitive vulnerability to depression is
hypothesised to result from defective underlying beliefs (such as "I'm

unlovable") that guide thinking and behaviour and evolve from early
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learning experiences. It is believed that certain life events that hold
particular significance for a person may cause these beliefs to become
active. For instance, someone who believes "I'm unlovable" may
become depressed when they receive rejection from a significant
partner. According to Beck's initial description, mania is a mirror image
of sadness and is distinguished by positive cognitive distortions as well
as a positive cognitive triad of self, world, and future. The self was
viewed as being incredibly lovable, strong, and beautiful, with limitless
potential. Experiences were overly good, and the world was full with
fantastic opportunities. The future had countless possibilities and
promises. Cognitive distortions, similar to those in depression but going
in the other way, were typical of hyper-positive thinking (stream of
consciousness). For instance, assuming the best, as in "I'm a winner"
and "l can do anything," underestimating hazards as in "There's no
danger," downplaying issues as in "Nothing can go wrong," and placing
too much value on the now, as in "l will do this now." Thus, the optimistic
cognitive triad of self, world, and future was biasedly confirmed by
cognitive distortions. It was hypothesised that by selectively focusing on
positive experiences, underlying beliefs and self-schema that direct
behaviours, thoughts, and feelings would be upheld and enhanced.
Such underlying assumptions and self-schema include, for instance, "I'm

exceptional" and "Being crazed helps metogetovermys hyne s s o

The model of unipolar disorder has served as a basis for the majority of
investigations on cognitive models in bipolar disorder. Cross-sectional
studies comparing bipolar illness patients with other client populations
on traits including dysfunctional beliefs, self-esteem, and cognitive

processing made up the early research.



69

With the exception of one early study, the findings on dysfunctional
attitudes in bipolar disorder patients who were not now manic show a
pattern that is similar to that of patients in the euthymic and depressed
periods of unipolar disease. Unfortunately, there was little information on
how people& moods changed during the manic phase. Using the
Dysfunctional Attitudes Scale (DAS; Weisman & Beck, 1978), Silverman,
Silverman, and Eardley (1984) investigated dysfunctional attitudes in a
diverse clinical sample and hypothesised that individuals with bipolar
disorder who were currently euthymic showed lower levels of
dysfunctional attitudes than all other diagnostic groups. However, Scaott,
Stanton, Garland, and Ferrier found no evidence to support these
conclusions (2000). According to research by Silverman et al(), both
unipolar and bipolar participants had an increase in dysfunctional
attitudes during a depressed period. This result was corroborated by
Hollon, Kendall, and Lumry (1986), who found that those with unipolar or
bipolar depression had higher levels of dysfunctional attitudes and
pessimistic automatic thoughts than healthy control subjects. When
people were depressed or in remission, there were no discernible

differences between the unipolar and bipolar groups

The pathophysiology of mood disorders has recently been described in
terms of defective brain systems that support and underlie
neurocognitive activities, according to a number of neurocognitive
models originating from the psychiatry and psychology schools of
thought. (quote). The translation of these models and their application
within the clinical setting have been constrainedd partly due to a lack of
integration and synthesisd even though they have been helpful for
increasing our theoretical understanding and facilitating significant areas

of research. A fresh viewpoint on understanding and modelling mood
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disorders is provided by cognitive neuroscience. In the neurocognition of
mood, the majority of models identify comparable neural networks, brain
areas, and neuropsychological processes; however, they differ in terms
of the precise functions associated with neural processes and how these
interact. Additionally, there is insufficient integration of cognitive biases,
reward processing and motivation, rumination, and mood stability, all of
which have a substantial impact on how attention, appraisal, and
response processes are used in mood disorders. Understanding the
interconnections between these extra factors improves our knowledge of
the pathophysiology and aetiology of mood disorders. A framework for
study that may be applied to the diagnosis and treatment of mood
disorders can be developed by integrating important cognitive functions
and understanding how they interface with brain functioning within
neurocognitive models of mood disorders. (Malhi et al 2015). Cognitive
Impairments are a recognised component of the mood disorder
symptomatology. The precise profile of these deficiencies, including the
most impacted domains, their causes, and their connections to clinical
subtypes, remain unclear. Results indicate a mild deficit across a
number of domains in BD and MDD rather than the occurrence of
domain-specific deficiencies. Even with regard to the impact of mood
state, the data on clinical mediators is contradictory to say the least.
(Porter, Robinson, Malhi, and Gallagher 2015)

Section 1(c): situated cognition

The concept of situated cognition, commonly known as "4E cognition,"
holds that cognitive processes are intrinsically situated within a
contextual framework made up of a corporeal (embodied), affording

(enacted), physical (extended), and social (embedded) environment
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(Newen et al., 2018; Overmann and Malafouris, 2018). For a more
thorough analysis of the connection between cognition and temporality,
see Vogel et al. 2020. Situated cognition focuses on examining,
interpreting, and explaining the processes underlying cognition within
situations defined by these categories because the categories of 4E
cognition are by definition intertwined and inseparable from the
processes they constitute. This emphasises the complexity and
interdependence between one's experience and an accurate description
of it. Here, Husserl's comparison of a melody and the pre- and reflective
nature of awakening and unfolding temporal experiences are brought to
our notice. (Fuchs). For instance, the opening and last notes of a
musical performance may be seen as the performance’s frontiers.
However, the temporal context can go well beyond the strictly defined
time of the musical performance, i.e., behind the walls of the theatre or
music hall where we were seated. In actuality, the experience might

have started even before one went to the event.

All four aspects of situated cognition are theoretically constrained by
reduction: embodiment is reduced to the idea of a cognitive process as
placed in a location, which coincidentally is a body or a brain; enaction is
reduced to a simple nonrecurring computation of inputs and outputs;
extendedness refers to a merely spatial distribution of cognitive
subfunctions rather than explicitly to temporal extension; and finally
embeddedness may simply correspond to geometric relation.
Nonetheless, time is integrated into our historical past and embodied in
our daily experiences, (Vogel et al 2017) and it is stretched in space to
be saved for future use or to be used against us through present-day,
future-focused activity (Menary, 2008). (Gallagher et al, 2017).
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Similar to how time is dynamical, which will be discussed in more detail
in the next section, our mood is not a static mental state or entity that
can be readily separated from its experiential environment and
recognised solely by internal or external reflection on one single level.
(Fuchs 2013). Our moods are too immediate and intimate, we are
attuned to them, too close, and too involved for any person experiencing
them to recognise them as such, they pervade the atmosphere and thus
must first and foremost be understood as a pre given and pre reflective
global method of feeling anything significant in order to comprehend it in
all of its complexity. Nothing can be taken at face value in these
circumstances. See (Parnas et al, 2013). Examining mood disorders
requires a thoughtful and rigorous investigation (Jaspers). One method
of accurately recognising symptoms is to gain access to a person's
consciousness. This allows for a more accurate subjective disclosure
and description of a person's temporality. In other words, it takes more
than a superficial description of a so-called mental condition, such as I'm
feeling sad, forlorn, and very low in energy, to necessarily point to
depression, mania, and/or bipolar disorder. This is because traditional
structured interview / tick box techniques are typically not accessible to

seeing symptoms determination as a meaningful whole. (Fuchs 2005).

Our emotions involve a certain amount of deception. There is a
propensity to withdraw from particular circumstances and from a region
of already defined future possibilities. For instance, when a loved one
rejects you and you start to feel unhappy, you might start getting
involved in a lot of other things. By employing oneself, one conceals the
truth while losing sight of one's veracity; also, one fails to consider the
significance of being here and being required to be there. Daesin runs

away from itself! Instead, it falls into the nervous world of worry
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(Heidegger 2001). When one retreats in the face of anything,
nevertheless, one cannot escape. There are several ways of turning
away that are not equivalent to running or falling. Daesin recognises
itself for what it is by turning away. Moving away from the mundane
requires moving toward one's existence and, in doing so, bringing one's
innermost potential into focus. (Heidegger 1995) reveals this relationship

in his concept of anxiety.

Section 1(d): mood and anxiety

Anxiety has been researched from a variety of cognitive, physiological,
and even neurological perspectives. According to (Daviu et al., 2019),
the connection between the two has a neurological foundation because
noradrenergic projections from the locus coeruleus to the basolateral
amygdala can mediate anxiety that is triggered by acute stress. From an
ontological standpoint, this and many other approaches concentrate on
the stimulus or the response that an individual experiences as a result of
this stimulus. In general, anxiety is best understood as stress, or "an
emergency state of an organism in response to a challenge to its
homeostasis." Stress is defined as "an alteration of the normal physical
and/or psychological homeostasis in response to external negative
events that induce a state of pressure and tension in the individual”
(Daviu et al., 2019). Stress or stressors are defined as the unfavourable

occurrences themselves.

Stress can be defined as "a particular relationship between the person
and the environment that the person perceives as exhausting or

exceeding his or her resources and harming his or her wellness," for a
more dynamic definition (Butler, 1993, Thompson 2007, Fuchs 2013).
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Responses to acute stress can be influenced by chronic or early life
stress, and they are frequently simpler to examine experimentally.
Despite this, anxiety has long been a significant comorbid component
linked to bipolar disorder and serious depression. Kessler and
colleagues (2003), Kessler, Chiu, Demler, & Walters (2005), and
Kessler, Merikangas, & Wang (2007) are a few examples. According to
Goldstein-Piekarski et al. (2016)'s research on the comorbidity of
anxiety, 60% of patients with an anxiety disorder had one or more

additional anxiety or depression diagnoses.

Anxiety can be seen as "a temporally diffused emotional state generated
by a potentially dangerous event, with the probability of occurrence of
harm being low or ambiguous" or "the expectation of a future threat"
from a temporal perspective (Daviu et al., 2019). Although primary
anxiety is also a type of stressor, stress can also induce it (Ray et al.,
2017). If this is the case, anxiety would be a highly common occurrence
and have extremely serious repercussions for overall health and

wellbeing.

According to Heidegger, anxiety is a fundamental feeling that arises or
emerges out of and in the middle of our daily practices, rather than
merely a stressor relating to family or work that we all have to deal with
on a fault-basis. Anxiety arises from our own existence and the meaning
we attribute to our experiences, which we cannot escape from, rather
than from anything we strictly speak encounter in the environment.
Heidegger claimed that Daesin itself is the source of anxiety. When one
is nervous, they are not worried about some financial potential, for
instance, but rather about the possibility of becoming someone other

than their current self, always looking ahead. Our daily worries finally
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lose importance when we are experiencing anxiety. The world that is
revealed to us is strange and unsettling! Nowhere makes one feel at
home. Anxiety reveals Daesin as being the only type of thing that it is
capable of being on its own. Daesin forces a person to confront their
existence and their own selves. It provides context for the phenomenon
of drifting away from one's own potential. In daily life, one runs less from
things that are already in motion and more from what anxiety manifests
as. There is always a chance that nervousness will manifest itself. The
mood of anxiety serves as the foundation for all other moods, such as

dread or other affective experiences of the world.

Section 1(e): mood and fear

When considered from the standpoint of general anxiety, fear involves a
variety of structural modifications that can be social, psychological,
anthropological, or cultural. Saha et al, (2021) acknowledge the broad
based basis of each disorder as they relate to anxiety and mood, seeing
them not only as separate conditions but separate disorders, which often
co-occur somehow to create a comorbid state. They state that having
one disorder enhances the chances of having the other. This
perspective differs somewhat from Heidegger® view that our moods are
all pervasive and we are always in one mood or another, and that being
anxious merely means we are in an authentic state of existence, which
as we become more aware of, can help guide, even become pre-
requisite for our everyday existence for potential and possibility. (Magrini
2006).

Not only are moods the pre-requisites for our emotions, because they

@ffect aus meaningfully, but also for the majority of other intentionality
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driven states. (Elpidorou & Freeman, 2015). To feel as though things in
the outside world matter to us, we need to be in the right frame of mind.
Moods are not just @ffective @olourings of a universe that has been pre-
observed and experienced. Rather, moods are fundamental affective
states that enable thoughtful interaction with the world; they allow us to
see the world more clearly and reveal it to us as a world that is rich with
the things and people that matter to us. If moods are the foundation that
first allows for perspective, then moods are required for emotions. A
reality that matters to us already is what is necessary for feeling. In a
universe where nothing matters to us, love and terror have no
significance. (Aho 2013).

Section 1(f): the subjective and experiential nature of moods

The Mood Disorder Questionnaire, adapted from (Hirschfield et al 2000)
and other mood disorder related assessment tools are useful tools, often
used as starting points for diagnostic evaluation. The Mood Disorder
Questionnaire (MDQ) at its time of inception recorded good validity
scofesv(Williams 2017), and although it remains an established
screening tool for bipolar spectrum disorders (BSD), it has not been
validated in diverse populations and the best scoring method remains
uncertain. (Dupont et al 2020). This seems to bring the question of
methodological suitability and validity to the fore, something which
seems to have become blurred and somewhat of a secondary factor
behind inter-rater reliability and the evolving de-humanising of the
system. (See Andreason 2007). Significantly, failing to address and
understand the ontological and affective nature of subjectivity and
affective moods, as well as failing to measure the epistemological

problems associated with the conceptual limitations relating to our
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motion of normal and abnormal experiences of time for eg, is most likely
due to a large extent to an over reliance on tradition, as well as
traditional research methods, which continue to be dominated by
neuroscience, behaviourism and cognition, and which as a consequence
tend to govern the operational side of psychiatric diagnosis. (Parnas &
Gallagher 2015)

Section (g): the distinction between normal and abnormal moods

A central aim of the DSM task force was to set appropriate cut-off points

between what is considered in o r mfebin whatisfpat hol angi cal , O
order to treat the individuals belonging to the latter category. The

concept of pathology is an a priori definition, originally based on

statistical distribution (the 5 an DSM), with an arbitrary decision that is

not scientifically driven (Frances, 2013, p. 24). In fact, the criteria set for

cut-offs betweenm or memd at h o | (e.g.j nanabker@f symptoms,
frequency and duration of symptoms, and nature/duration of dysfunction
associated with the proclaimed disorder) are also farbitraryoand

subjective because there is no laboratory test or biological markers to

set the boundary between fn o r meand fpathological.o(quote). In

addition, there is no scientific link between basic science (e.g., cognitive,
neurological and social science) and clinical psychiatry. Second, cultures

differ dramatically in their conception of normality; whatism o r ma | 0
one culture can be considereda b n o r anélad h o | m gnotbea | 0

one.

In adopting Husserl® ontological view of normality, one cannot within the
present context analyse it quantitatively, as it& nature is constituted by

experiential, social and existential structures, a dimension which



78

phenomenology allows us to disclose.normal to one person may be
abnormal to another. Husserl also reminds us of the need for
concordance between experiences as well as a sense of optimality of an
individual experience, when analysing normality, and there are
significant within-and-between cultural differences in the manner in
which diagnostic categories are interpreted and diagnostic labels are
used (e.g., Zubin, 1967; Rosenhan, 1973; Crow, 1986; Zinbarg et al.,
1994; Keller et al., 1995). Sense constitution as well as being a
methodological consideration is a dynamical process, as are all
phenomenological concepts of normality and abnormality. The
importance of context should not be underestimated either. (Heinamaa &
Taipale 2018). (See also Khoury et al 2014)

The relationship between normal and abnormal moods could otherwise
be regarded as: (1) "normal” and "abnormal" being two distinct
categories, or (2) "normal” and "neurotic" could belong to one category,
while "psychotic" to another, and, or (3) there is a continuum stretching
from "normal” followed by "neurotic" to "psychotic" and "abnormal"
constituting the other pole of the dimension of (ab)normality (Gross
2005).

The first view is deeply rooted in the long psychiatric tradition, the
second one is a sort of compromise whereas the last one is in line with
the psychometric tradition. Furthermore, the concept of discrete
categories as opposed to dimensional conceptualisations might be
closely related to several other dichotomies: qualitative vs. quantitative
differences, clinical observation/ experience vs. the arsenal of research
tools, psychopathology vs. personality psychology, clinical vs. control

populations



79

Section 1(h) bordering on normality / abnormal

The principal manuals for psychiatric diagnosis have recently been
updated (ICD-11 was released in June 2018 and DSM-5 was published
in 2013). A common diagnostic quandary is the classification of people
with chronic low mood, especially those with repeated self-harm
(@motionally unstable @r dorderline ersonality disorder). There has
been a great interest in use of type Il bipolar affective dis- order (dipolar
Il disorderd as a less pejorative diag- nostic alternative to gpersonality
disorderg despite the radically different treatment options for these
disorders. DSM-5 (but not ICD-11) clearly distinguishes between
borderline personality disorder and bipolar Il disorder, indicating that
intense emotional experiences (such as anger, panic or despair;
irritability; anxiety) should persist for only a few hours in people with a

personality disorder. ICD 11 is less prescriptive.

There is significant diagnostic overlap with emotionally
unstable/borderline personality disorder and bipolar disorder (Perugi et
al 2011, Eich et al 2014, Coulsten et al 2012, Zimmerman et al 2022),
with several common features, such as impulsivity, mood instability,
inappropriate anger, suicidal behaviour and unstable relationships

reported.

The recent history of psychiatric classification has oscillated between the
placement of dysthymia and cyclothymia as mood disorders (state
disorders) or as person- ality disorders (trait disorders). Similarly, of the
bipolar affective disorders, bipolar Il disorder has many features
suggestive of a chronic trait disorder (such as dysthymic mood) rather

than an episodic state disorder (typified by bipolar | disorder). The



80

problems with classification reflect practical difficul- ties in clinical
diagnosis. The reliability of these manualised diagnostic categories is
also imperfect. The reliability of the diagnostic categories for DSM-5
from field trials are reported from eleven academic centres involving 264
patients (Regier 2013). The correlation between clinicians varied from
0.28 (questionable reliability) for major depressive dis- order to 0.54
(good reliability) for borderline person- ality disorder. By contrast, field
trials for ICD-11 involved 28 centres in 13 countries with over 1800
patients and 339 clinicians (Reed 2018). Intraclass kappa correlation
coefficients for selected disorders ranged from 0.45 for dysthymic
disorder to 0.64 for a depressive episode (in other words, good reliability
for both). (See Lucy 2020)

Research into whether BPD belongs to the bipolar spectrum have
reached differing conclusions. (Smith et al) suggested that a strong case
could be made that a significant percentage of patients with BPD fall into
the bipolar spectrum, and (Belli et al) concluded that the two disorders
are closely linked in phenomenology and treatment response.
(Antoniadis et al) and (Coulston et al) on the other hand, did not draw a
conclusion regarding BPD's inclusion on the bipolar spectrum, whereas
(Paris et al) and (Dolan-Sewell et al) concluded that empirical evidence
did not support BPD's link to the bipolar spectrum. (Sripada & Silk)
reviewing neuroimaging studies, noted that there were some areas of
overlap and some differences between BPD and bipolar disorder. Some
of the authors of these reviews noted that few studies have directly
compared patients with bipolar disorder and BPD, and they called for
such empirical data to help clarify the relationship between the two
disorders for further research into this area of discussion. (See

Zimmerman et al 2022)
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Section 1(i): mood disorders and the continuum concept

Health authorities around the world continue to face difficulties in making
an accurate diagnosis of mood disorders. Bipolar affective disorder,
which affects about 60 million people globally, and major depressive
disorder, which affects around 300 million people, are substantial
contributors to functional decline, disability, and suicide. The reliability of
the diagnosis of major depressive disorder, however, was shown to be in
the range of "questionable" in the reliability studies that led to the
updated Diagnostic and Statistical Manual, Fifth Edition (DSM-5)
manual. The sample size of the people selected to validate bipolar I
disorder was insufficient to prove reliability, despite the reliability of the
diagnosis of bipolar | condition in the same trials being "excellent". The
fact that bipolar | and bipolar Il disorders have similar epidemiological

prevalences suggests issues right away. (2017) Kalk & Young

The notion that "A shift in affective framing changes not just how one
perceives the world but also what one remembers, how one engages in
practical reasoning, and how one relates to other people" emphasises
the close relationship between temporality and affectivity as understood
and proposed by (Husserl 2001). Maise (2016, p.4) (2016, p.4).
According to enactivists, phenomenologists, empirical scientists, and
therapeutic practitioners (Gallager & Lenzo 2010, Thompson 2007),
when our experiences of temporality are altered, an affective disorder is
the result. "By attachment, we interpret the particular pull that an object
presented to consciousness exerts on the ego, the attraction imparted to

consciousness. Favoritism is a requirement for affection. 196 (Husserl,
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2001). It involves fundamental shifts in our beliefs, the reasons why

things matter to us, and our core motivations. 2010 Ratcliffe

Because of the potential treatment implications and the life long changes
in quality of life patients experience as a consequence of mis diagnosis,
(see Zimmerman et al 2022), if for no other reason, it is clinically
important to recognise both bipolar disorder and BPD in patients seeking
treatment for depression, and it is important to distinguish between the

two. However, this presupposes that each is a valid diagnostic entity.

During the past 20 years there have been increasing suggestions that
BPD should be conceptualized as part of the spectrum of bipolar
disorder. Advocates of the bipolar spectrum suggest that treatments that
have been found effective in treating bipolar disorder should be used
when treating patients with BPD because of its inclusion on the bipolar

spectrum.

There are several arguments in favour of viewing mental health and
illness as a continuum including differentiating between disorders, which
have some aspects of close resemblance like bipolar disorder and
borderline personality disorder. (Fuchs 2007) differentiates between the
two by explaining how in bipolar, our moods are more prevailing and
more long lasting, while borderline personality disorder tends to
experience more fleeting episodes which tend to be more emotionally

driven.

It would certainly support a mixed features diagnosis too, where
opposite polarity symptoms are observed in the same mood episode,

certainly questions the bipolar/unipolar splitting of mood disorders,
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supporting a spectrum view, particularly given the the distribution of
intradepressive hypomanic symptoms between bipolar-11 (BP-II) and

major depressive disorder (MDD) depressions. (Benazzi 2006).

Comorbidity is also very common in bipolar disorder. Approximately 75%
of patients with bipolar disorder are diagnosed with an anxiety disorder
at one time in their life; 42.3% are diagnosed with a substance-use
disorder and 62.8% with an impulse control disorder, while
approximately 60% are diagnosed with a personality disorder. Some
medications used to treat common neurologic disorders may induce
depressive or manic/hypomanic symptoms, and, conversely, some
medications used to treat major depressive disorder or bipolar disorder
may cause neurologic side effects. It is not surprising that somatic
treatments developed to treat neurologic illnesses are now being applied
to the treatment of mood disorders. This convergence represents the
future of treatment for many patients whose underlying brain dysfunction
may manifest itself with a myriad of different symptoms and require a

more integrated approach to their care. (Rakofsky & Rapaport)

Section 2 - Comorbidity and the continuum conundrum

Section 2(a): the problem of comorbidity, the rule not the exception

Introduced by (Feinstein in 1970) comorbidity relates to the
simultaneous presence of two or more distinct, independent and
seemingly unrelated disorders. (McGrath et al 2020). The &onundrum of
Comorbidity ddea relates to where the DSM falls short as a d&°sychiatric
Diagnostic Tool dor accurately assessing relationships between

disorders. The problem of comorbidity is an extensive one, and not just
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because it®& pervasive nature where mis-diagnosis is concerned, in
terms of the number of reported cases of misdiagnosis. The real
problem is that comorbidity is now the rule and not the exception,

according to (Dalgleish et al 2020).

When discussing why comorbid disorders are a prominent flaw in the
current diagnostic system, it is important to note that the prevalence of
people who experience symptoms associated with multiple disorders
may not be the real issue. The problem that plagues the field of
psychiatry is how these patients are handled, and how the system of
diagnosis fails them and can lead to unnecessary and/or unhelpful
treatment plans. The term fcommorbidityois used to refer to both people
who experience the symptoms of multiple disorders and to the greater-
than-chance probability that people diagnosed with one disorder will be
diagnosed with another due to correlations between symptoms (Krueger
& Markon, 2006). The lack of differentiation between the two is
problematic, because one is a population in need of treatment, while the

other is a taxonomical error.

Section 2(b): implications for diagnosis

The term diagnosis comes from the Greek word &nowledge @nd is
basically the medical application of the process of prior classification. It
is ubiquitous in science and has been the cornerstone of modern clinical
knowledge and practice for centuries. Diagnosis in psychiatry started in
Europe in the late 17th century, starting off by being informed by
systems that classified animal and plant species as part of other natural
sciences. (quote). Psychiatric nosology, traditionally represented by the

ICD and DSM manuals, as the accepted gold standard, is fundamentally
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and historically based on categorical diagnoses that are intertwined with
the key clinical dichotomies that characterise the realm of clinical
somatic based medicine (e.g. with a general view of, to treat or not to
treat, based on simple empirical observations). Most notable is William
Osler, mainly for his influence on medical training and practice, including
setting some of the first precedents for evidence based medicine.
(Greenstone 2009).

One of the earliest empirical challenges to face DSM-III (1980) and its
successors was comorbidity. Most individuals who meet diagnostic
criteria for one disorder meet diagnostic criteria for a second disorder;
(Zimmerman et al 2022) and most who meet the criteria for two meet
criteria for a third; and so on. Such high rates of comorbidity that have
been reported, suggest the possibility that there may be a more
parsimonious structure to psychopathology than implied by nosologies
that identify many separate and distinct disorders. In the mid-1990s,
clinical scientists called on researchers to study patterns of comorbidity
in order to relucidate the broad, higher-order structure of phenotypic
psychop aitSbnelofahg gadly research in this area was done in
respect of autism. It can be difficult to distinguish between a condition
that could be caused by autism spectrum disorder (ASD) and a
concomitant psychopathological illness because ASD can present with
other disorders occurring at the same time. It can also affect our social
understanding, our sensory capacity and ability to adapt. (Leader et al,
2021)

Comorbidity continues to undermine the validity of diagnosis by both
classification of a group of disorders, and within single categories.

Significantly it seems, single uncomplicated clinical presentations are a
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distinct thing of the past. (Dalgleish et al 2020). Consequently, the dire
implication is that those suffering from more than one condition are
those assumed to be the most vulnerable; which may relate to a
significantly higher number than has previously been accounted for,
resulting in higher rates of suicide, social exclusion and reduced quality
of life. (Moscato et al 2016) noted that the way DSM 5 classifies disorder
lends itself to comorbid diagnosis. In terms of diagnostic frailties, the
problem is not necessarily the resultant number of comorbid cases, but
rather the system®& capacity to validate diagnosis and treatment to its
patients. Careful observation may be lacking in the face of clinical
assumptions based on pre existing set criteria. Nearly half of the
symptoms lister in the DSM are connected to more than one diagnosis.
To confound this it narrows the scope of each disorder by banning the
diagnosis of disorders with symptoms that are already explained by

existing diagnoses.

The co occurrence of anxiety and depression for e.g. does not qualify for
comorbidity; that is to say, either they are symptoms of the same
condition or their co occurrence reflects the idea that one condition is
causing another? Where anxiety per se is caused by the mixed state.
The hierarchical proposition is less pertinent to mood or psychotic
disorders than it might be to personality disorders. Dimensionality on the

other hand is relevant to both ideas, in the search for common features.

When someone presents with a profile of problems that satisfy the
criteria for more than one diagnosis at a time, then that is not a problem
per se for the current diagnostic model, as it can assimilate the
possibility and presence of secondary diagnoses and/or complications of

primary diagnoses that may be woven into the fabric of psychiatric
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taxonomies since the outset. However, what is of greater concern is that
epidemiological findings reveal that comorbidity among psychiatric
diagnoses is most likely now the rule rather than the exception, and
single, uncomplicated clinical presentations are actually relatively scarce
(Kessler et al., 2005).

Thus comorbidity is associated with greater clinical severity and
functional impairment (Wittchen et al., 2011), higher rates of symptom
chronicity (Rapaport, Clary, Fayyad, & Endicott, 2005) and a greater
detriment to overall quality of life (Hofmeijer-Sevink et al., 2012). This
frampanto(Clark, Cuthbert, Lewis-Fernandez, Narrow, & Reed, 2017)
diagnostic comorbidity suggests that the normative coexistence of
psychiatric disorders must, to a considerable extent, be of one& own
making (see Maj, 2005), arising one might say, from the structure of the
categorical classification system itself, rather than the co-occurrence of

genuinely separable syndromes (van Loo & Romeijn, 2015).

Section 2(c): solutions to the conundrum

The comorbidity debate has generated considerable interest regarding
any potential overlap between mental disorders and the relationships
between normative variation and psychopathology. Typically DSM 5

offers two solutions to the problem of comorbidity:

1: Diagnose multiple co occurring independent disorders, either
simultaneously or over time

2: Diagnose hierarchically, i.e. where one diagnosis takes precedence
over others. For e.g., DSM5 describes depression and anxiety as

possible features of schizophrenia in addition to co occurring disorders.
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The one promotes fuller information than the other parsimony. (See

Cowan & Mittal 2021). Transdiagnostic models are increasingly relevant
as psychosis research focuses on the CHR state, aiming to identify early
risk indicators, understand the pathogenesis of psychotic disorders, and

develop early interventions. (Fusar-Poli et al 2013)

Section 2(d): a trans diagnostic approach to comorbidity

Inherent in this form of diagnosis is the problem of and the solution to
comorbidity. Put simply this approach looks to account for by broadening
the disorder, firstly as an internal one, and working outwards, grouping
related syndromes in order to communicate sufficient descriptive
information, to form a whole and more integrated diagnosis. (Dalgleish et
al 2020). Despite a longstanding and widespread influence of the
diagnostic approach to mental ill health, there is an emerging and
growing consensus that the current psychiatric nosologies may no
longer be fit for purpose, in respect of research and clinical practice. In
their place, there is gathering supportforaft r ans di aThisost i c 0O
approach cuts across traditional diagnostic boundaries or, more
radically, sets them aside altogether, to provide novel insights into how
we might understand mental health difficulties. Transdiagnostic
interventions have been developed initially to address obstacles and
constraints to the dissemination of evidence-based psychological
treatments. Barlow et al, (2017) report that the impact of these
interventions on public health has been modest despite the emergence
of effective evidence-based psychological treatments for anxiety, mood,
and related emotional disorders. The difficulty of teaching clinicians how

to effectively use various manual-based interventions for each unique
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case of anxiety, depression, or a related disorder (single-disorder
protocols) and the criticism that these protocols lack external validity are
two of the main obstacles to widespread dissemination and
implementation. One strategy they propose is to create therapies that
are transdiagnostic in nature, that can be used to treat numerous linked
ilinesses; preliminary results show promise. The Unified Protocol for
Transdiagnostic Treatment of Emotional Disorders (UP) targets
temperamental traits, primarily neuroticism and the consequent emotion
dysregulation, which underlie all anxiety, depressive, and related
disorders. It consists of five main modules or components. This strategy
could streamline training initiatives while also addressing concerns about
generalizability to routine care settings by simultaneously
accommodating comorbid emotional disorders. It does this by
addressing shared mechanisms associated with neuroticism, specifically
negative evaluation and avoidance of intense emotional experience.
Such a strategy might improve access to EBPTSs for the most prevalent

psychiatric conditions.

The current diagnostic system, DSM-5, distinguishes anxiety disorders
(specific phobia (SP), social anxiety disorder (social phobia; SO), panic
disorder (PD), agoraphobia and generalized anxiety disorder (GAD)),
obsessive-compulsive and related disorders, and trauma- and stressor-
related disorders (for example, post-traumatic stress disorder (PTSD). It
is presumed that these are independent and discrete disorders, as is
major depressive disorder (MDD). Yet, the symptoms often overlap
across diagnoses and can vary substantially within diagnoses.
(Goldstein-Piekarski et al 2016).
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Reflecting these concerns, the Research Domain Criteria (RDoC)
Initiative is fostering trans-diagnostic research that is explicitly agnostic
with respect to filtering by traditional diagnoses to evaluate brain-based
mechanisms of dysfunction for eg, that may cut across these diagnoses.
(Cuthbert 2013, 2014). However, standard practice in treatment outcome
studies has been to focus on a particular discrete diagnosis and rule out
comorbid disorders. For example, up to 80% of patients with comorbid
conditions are excluded from treatment studies and schizophrenia.
(Humphreys 2014). Anxiety disorders are highly comorbid with each
other and with other serious mental disorders, particularly mood
disorders (Shaffer et al 2012). The current diagnostic system, DSM-5,
distinguishes anxiety disorders (specific phobia (SP), social anxiety
disorder (social phobia; SO), panic disorder (PD), agoraphobia and
generalized anxiety disorder (GAD)), obsessive-compulsive and related
disorders, and trauma- and stressor-related disorders (for example,
post-traumatic stress disorder (PTSD). Thus, an important step towards
supporting a complementary RDoC framework for the spectrum of
anxiety psychopathology and its comorbidities might be to further
characterize: (i) the extent of comorbidity across anxiety disorders and
(ii) the nature and impact of exclusion criteria in anxiety disorder studies
of pharmacotherapy, psychotherapy and their combination. (Goldstein-
Piekarski et al 2016)

Removing the distinctions between proposed psychiatric taxa at the level
of classification opens up new ways of classifying mental health
problems, suggests alternative conceptualisations of the processes
implicated in mental health, and provides a platform for innovative new
ways of thinking about onset, maintenance, and clinical treatment and

recovery from experiences of disabling mental distress. The somatic
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model of medicine requires adapting and modernising. One cannot calve
up mood and other mental health disorders into pieces and then sew
them back up again. This is not the way forward for mental health
problems where it is generally accepted that causes are not only
complex, multiple and interactive but as yet poorly understood

(Kendler, 2008, 2012). What we know is that mental ill health
prototypically emerges from an interplay between a myriad of
biological, behavioural, psychosocial, cultural and experiential processes
that do not respect established diagnostic boundaries, where the
interactions are multifarious, and modulated by an individual® lifelong
embodied and embedded experiences of an inter subjective world.

(Fuchs, Sass et al)

Dimensional models of psychopathology account for widespread
comorbidity between disorders. Early models assumed that two or three
dimensions best explained the high rates of co-occurrence between
disorders in both adults and children (e.g., Achenbach & Edelbrock,
1981; Kendler et al., 2003; Krueger, 1999; Wright et al., 2013).
Considerable covariation between these early dimensions led to the
development of contemporary frameworks that conceptualize
psychopathology as multiple hierarchically organized transdiagnostic
dimensions (e.g., Caspi et al., 2014; Kotov et al., 2017; Lahey et al.,
2012; Michelini et al., 2019; Patalay et al., 2015). These frameworks
(e.g., the Hierarchical Taxonomy of Psychopathology [HITOP]; Kotov et
al., 2017) include a general factor of psychopathology, which sits above
spectra that align with broad internalizing and externalizing factors.
These spectra then become progressively more specific, breaking down
into lower-order dimensions that align with subsets of traditional

diagnoses or disorders that tend to co-occur (Slade & Watson, 2006),
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and then into symptom components or individual symptoms as the

lowest tier of the hierarchy. (Holmes et al 2021)

The Internalising Factor Model (IFM) represents a general latent liability
that accounts for higher than normal rates of comorbidity between mood
disorders and anxiety disorders. (Andrews 2018). In dimensional models
that include this factoring, comorbidity is addressed by the groupings of
related syndromes that are commonly comorbid beneath a higher order
dimension. The same applies to the externalising factors like anti social
behaviour, impulsivity and substance misuse; as well as disorders
identified by psychosis, delusion and paranoia. This broad spectra
approach does not negate the need for a specific diagnosis, however,
the inclusion of higher order dimensions in a diagnostic model helps

address the uncertainty of comorbidity.

Section 2(e): Hierarchical Taxonomy of Psychopathology (HITOP). (See
Kotov et al 2017)

The primary goal of HITOP is to capture biological, psychological,
genetic, neuro scientific as well as phenomenological related etiology of
psychopathology to help improve clinical practice. Any level of this
model can help support both etiology and explain various mental health
disorder outcomes. Composed of a series of hierarchical spectra each
higher order level is broadly inclusive and heterogeneous; while
homogeneity increases with each level of specificity. See Conway 2019.

The lowest order dimension relates to the basic signs and symptoms a
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person is experiencing. Kotov 2017 explains the structure of symptoms,
in terms of where two patients are reporting the specific symptom of
performance anxiety would also share the same symptom component /
trait of anxiety, which is characteristic of panic disorder and, or phobias;
both of which also fall under the fear factor as per the internalising factor
model and other related models. Conversely the same two patients
presenting under the DSM categorising system, within the same
syndrome of panic disorder, might share higher level spectra but have
completely different lower level dimensions, or individual symptoms in
other words. Those who share lower order diagnoses will have much
more in common. Maladaptive trait variants and symptom components
are easier to identify with than individual signs and symptoms because
they are less specific in nature and tend to be well modelled. (Kotov et al
2017) offer the t factor model as an example of how to measure the
presence of maladaptive components and trait variants. One might
consider distortions in time as a maladaptive and dysfunctional variant,

and as a means of better predicting psychopathological disorders.

The taxonomy of disorders listed within DSM 5 fall into the syndrome
category. However individual symptoms span across many multiple
syndromes. That is to say they do not simply characterise individual
disorders. Symptoms in HITOP are grouped into syndromes based on
genetic predispositions, which can be determined through genetic
testing rather than arbitrary categories. (Ruggero et al 2019). This model
Is more useful in this sense than the DSM system, in that it can
recognise and incorporate similarities between disorders; and although
similarities are useful, distinctions between the disorders, such as
temporal differences) are crucial in capturing individual and specific

psychopathology. Each syndrome with the exception of bipolar, can be
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grouped into a sub factor, or in other words, a class of disorder, and is
designed to narrow down higher order spectra. Sub factors are distinct
yet sure inter related symptoms; which can be replicated for empirical
research purposes. For eg, GAD, MDD and PTSD, all fall within the
internalising, higher order dimension called @istressg which is partly
predicted by the big 5 personality traits model, ie in relation to
neuroticism and extroversion (Brown & Barlow 2009). Likewise
Obsessive Compulsive Disorder, panic disorders and certain phobias fall
under the internalising spectrum and within the sub factor of fear.
Internalising fear and distress disorders are often comorbid. However
notwithstanding this, most correlations are found between syndromes

within the same sub factor.

As the research extends newer higher order spectra are being identified
such as extending the idea of externalising to disinhibited and
antagonistic, as well as doing thought, detachment and somatic
disorders as indecent categories in their own right. This structure is
concerned primarily with latent liabilities relating to certain traits, such as
neuroticism and negative emotions, supported by empirical clinical,
neuro scientific and personality research. Adding phenomenological
dimensions will lend itself to helping to improve the existing insights.
Insights which it is hoped will extend upon the DSM& current tendency
to promote a narrow set of diagnostic criteria, confined by an

unsustainable symptom threshold count.

The p factor is another proposed model; (See Conway et al 2019). The
idea behind this diagnostic factor represents a continuum between so
called normality and on-going possibilities of psychopathologic concern .

It represents the most common genetic underpinning shared by every
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clinical population, pertaining to comorbidities all over the spectrum.
Having one general psychopathology, (perhaps as Jaspers 1912) had in
mind, is a means of making the unfamiliar, familiar. Having one
dimension goes behind the two and three dimensions of darker models,
helping explain the underlying psychopathology. It has nonetheless a
guantitative with its values associated with higher and lower
denominations of impairment; thereby lacking the subjective validity of
phenomenal experience. It may nonetheless helps to take research
beyond our understanding of distinct, episodic categorisations. (See
Caspi et al 2014).

Section 2(f): trans diagnosis and bipolar disorders

Comorbid anxiety in bipolar disorder (BD) is associated with greater
iliness severity, reduced treatment response, and greater impairment.
Treating anxiety in the context of BD is crucial for improving illness
course and outcomes. One alternative to the usual cognitive behavioural
therapy treatments, is a transdiagnostic cognitive behavioral therapy,
viewed as an adjunctive treatment to pharmacotherapy for BD and
comorbid anxiety disorders. (Ellard et al 2017). Existing treatments do
not adequately meet the need to address anxiety in the context of BD
(Vazquez, Baldessarini, & Tondo, 2014). Although pharmacotherapy is
the front-line treatment for BD, pharmacotherapy for the treatment of

comorbid anxiety in BD faces significant challenges.

There is evidence to suggest that emotional regulation (Sloan et al.,
2017), repetitive negative thinking or rumination (McEvoy et al., 2013;
Wabhl et al., 2019), psychotic experiences (van Os and Reininghaus,

2016) and experiential avoidance (Fernandez-Rodriguez et al., 2018)
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are all dynamical processes that may be implicated in a range of
diagnostic presentations in BD and may be better served by being trans
diagnostically examined from any number of specific dimensions,
including a temporal one. It is fair to say that in view of the emerging
evidence in the literature, the very concept of diagnostic specificity itself
has been called into question in recent literature, as a proponent of a

reliable diagnosis. (Dalgleish et al., 2020).

Section 3: A dimensional approach to mood disorders

Section 3(a): the healthcare setting, reliability and misdiagnosis

Primary health care (PHC) patients who are psychologically distressed
often present with a combination of depressive, anxious and somatic
symptoms (Lieb et al., 2007; Loéwe et al., 2008; Hanel et al., 2009),
making the job of diagnosing reliably extremely problematic. However,
the predominant classifications of mental disorders, the International
Classification of Diseases (ICD-11) (World Health Organization, 1992)
and the Diagnostic and Statistical Manual of Mental Disorders (DSM 5)
(American Psychiatric Association, 2013), do not provide a way to easily
integrate various aspects of clinical presentations. To improve the
assessment of common mental health disorders by Primary Health Care
professionals in primary health care settings, classification systems need
to provide a framework that better corresponds to clinical presentations
that are becoming more common. (Zimmerman et al 2008) remind us
that most cases of mis-diagnosis are in the primary care setting. In their
study, (Ziebold et al 2019) provided evidence of the problem by using a
dimensional approach to sensitise primary care workers to recognise the

manifestations of multiple somatic symptoms, not easily explained by
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existing physical pathology as an expression of an underlying latent
phenomenon which would help to explain the common occurrence of
depression, anxiety and other psycho somatic related conditions. The
dimensional approach used in this study, helped take a first step towards
the reduction of the treatment gap (Shidhaye et al., 2013). Consistent
with previous studies, their findings suggested that depression, anxiety
and somatic iliness are different presentations of a common latent
phenomenon. The study provided support for the ICD-11 PHC
conceptualization of mood disturbance, especially anxiety disorder (AD)

as central among patients who present multiple somatic symptoms

Section 3(b): a return first, to categorisation and standardisation

Despite the DSM®& best efforts at standardisation however, unless some
alternative and integrated attempt is made to encourage a realistically
minded uniformed approach, relating specifically to the of usage of
providing trusted descriptive and diagnostic observation and analysis,
very little meaning can continue to be attributed to the quantitative and
statistical side of mental illness, which appears primarily to be based on
current ICD and DSM prescriptions and in many other ways, despite the
opposite being aimed for, communication between psychiatrists is
becoming increasingly difficult. Parnas et al, (2013) remind us that
ontological and epistemological questions relating to the psychotic object
should be at the fore-front of our concerns. A dimensional approach
moreover to the study of psychopathology may require a return to the
phenomenological subjective roots, which need not conflict with the
approach taken by RDoC for eg in genetics and neurology. (Fernandez
2019)
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Despite increasing evidence to the contrary, most current diagnostic
systems for psychiatric disorders use signs and symptoms of illness to
assign individuals to distinct, non overlapping categories. (Fernandez
2019). This approach is adopted in part so that the validity and utility of
the criteria and categories could be tested and the approach sustained
under growing pressure to evolve. In practice, explicit categorical criteria
has been reported to improve reliability. (Stinchfield et al 2015). This
long-standing debate howvwr largely reflects the fact that the evidence
available on illness comes from assessment of high-level features:
observed behaviors and self-report of problems. Diagnoses remain
similar to those made 100 years ago because there are no accepted
alternatives. (Potuzak et al 2012). Nonetheless, the validity of current
nosological systems still remains under debate. (Fernandez 2019). The
guestion is, does such an approach accurately reflect the complex
underlying etiological and pathophysiologic structure of the illnesses
observed in patients? Categorisation of psychiatric disorders appears to
want to fcarve nature at its joints.OHowever, it is not clear if there are

fj o i bhetwseld psychiatric disorders.

The Research Domain Criteria project was initiated in 2009
(http://www.nimh.nih.gov/research-funding/rdoc/index.shtml)

to organize directed research efforts to advance our understanding of
the etiology and underlying mechanisms of psychopathology through a
dimensional approach, fagnostic with respect to contemporary
diagnosticc | a s s i f usingdifferenhumits of analysis (eg, genes,
cells, and aspects of behaviour).This long-standing debate largely
reflects the fact that the evidence available on iliness comes from
assessment of high-level features: observed behaviours and self-report

of problems. Diagnoses remain similar to those made 100 years ago
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because there are no accepted alternatives, such as genetic or other
biological markers, although overwhelming evidence suggests that such
factors underlie illness risk and expression. Kraepelin® dichotomy of
dementia praecox and manic-depressive illness has thus persisted
because course and treatment outcomes can be roughly predicted from

his distinctions and some patients fit within its structures.

Research into disorder dimensionality and comorbidity reports that large
numbers of mental health disorders are manifestations of relatively few
core underlying dimensions and rules. The introduction of the
dimensional approach to diagnosis in support of current categorical
limitations and assumptions, is based on its own assumption that the
person being classified does not experience an easily standardised
disorder, but differs characteristically, in the extent to which they
possess certain mix of symptoms and properties, along a given disorder
spectrum. (Hunsley & Lee, 2010). That is not to say, a person may have
a very similar disorder and experience a different set of qualitative
symptoms, and, or have a very different disorder and experience non-
quantitatively similar symptoms. In other words, people can become
affected similarly and or differently by a mix of different experiences,

across a wide range of interdependent disorders.

Of one adopts a categorical approach, someone with a mental illness is
assumedtobefd i f f dromesonieone who does not have a mental
illness, such as in brain mechanism. Yet the boundary of fhave vs. does
not h a v feranental iliness is unclear. Imagine two people who have the
same difficulties because of a mood of boredom for eg, but one felt low
for 14 days and the other for 13 days. This one-day difference could lead

to different diagnoses or potentially no diagnosis for the second person.
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However, this difference probably does not indicate a different
underlying brain mechanism of mood. In addition, people who have an
anxiety disorder have a higher chance of also having depression. This
means that different categorical mental illnesses are not completely
distinct as assumed, but rather share experiences and/or mechanisms
underlying multiple illnesses. This shows that the categorical approach
might not capture the true nature of mental illness. According to
(Dalgleish et al 2020) comorbidity os now the rule and not the exception.
There is something contentious and arbitrary in specifying a limit above
which the presence of one or more symptoms will be deemed to
constitute a disorder and below which it is assumed equally that a
person is unaffected? Aligning the complex, multidimensional nature of
mental illness with the structure of different classification systems

remains a major challenge for psychiatry. (Clark et al 2017).

Numerous researchers have reported problems with the rigidity of the
categorical approach and its basic assumptions. (Servaas et al 2021,
Dalgleish et al 2020). In the past decades, it has been shown to be
difficult to predict the course of psychiatric disorders, because the
mechanisms underlying their development and recovery process remain
poorly understood. These difficulties have been attributed to the fact that
previous research has been mostly performed with a categorical label
pointing the way, and on a single psychological or biological level for eg,

typically using statically controlled measures with low ecological validity.

Section 3(c): dimensionality and mood as a continuum

In contrast to this view, affective mood disorders are now considered to

be distributed across a continuum ranging for e.g., where bipolar
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disorders is concerned, between pure mania to pure depression, rather
than being discreetly organised as separate or even hierarchically
structured disorders. Different dimensions and measures help explain
may help us perceive of mental illness in an unbracketed sense, as a
condition between our temperament and mood and some kind of
neurological or genetic dysfunction or defect, and or psychosis. (Sulis
2021) relates to the idea that with mental illness being so complex, it is
hard to believe it ever being understood, never mind being explained by
one single model. Understanding such complexities, must involve
knowledge of the dynamical relationship between mood and mental
illness on more than one level. In the long run this must be helped by
addressing mental health from a range of perspectives and gathering
data, so that understanding the nature of this continuum may better
inform the construction of taxonomies, in support of the current
categorisation of behaviour. Both temperament and mental iliness refer
to patterns of behaviour that manifest over long time scales and they
appear to share many underlying neuro regulatory system interactions.
Valid research in this area is scarce and treatment options limited. The
dimensional approach to diagnosis, however remains useful a means of
providing an individual profile and potentially a more informed

understanding of a patient® actual and latent psychopathology

Section 3(e): phenomenology as an alternative perspective

In contrast to the traditional categorical model, the phenomenological
approach, applying a range of measures, objectively and subjectively
such as space and time can help progress our understanding of
psychopathological matters, (Fuchs 2018, Fernandez 2016). A study of

anomalous time is just one measure among many alternative
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dimensions that looks to cut across traditional boundaries and symptom
parameters in search of more reliable descriptions. Depression for e.g.,
can be examined phenomenally for more precise subjective features to
characterise it, not according to a given mood state, but from the
perspective of a conscious experience. (Fuchs & Pallagrosi 2018)
consider that a combination of single symptom diagnosis, based on a
subjective analysis of temporality for e.g., (Pritzaku & Fuchs 2022) and
neuropsychological dysfunction based on objective analysis might be
better served being integrated into a coherent whole conscious
phenomenological experience to give a fuller and more accurate picture
of a disorder. The basic structures examined in psychopathological
research as with phenomenology include embodiment, inter subjectivity,
self awareness and temporality (Lenzo & Gallagher 2020, Moskalewicz
2016, Vogeley & Kupke 2007)

From an experiential perspective on the other hand, the most easily
observable symptoms are not necessarily the most essential for
measuring reliability and validity and thus characteristic of a given
disorder. (Fernandez 2019). They may according to DSM 5 be the best
available descriptions for clinicians to recognise and work with, but this
does not mean that they are reliable and valid. Notwithstanding the
legitimate reasons for privileging fatigue or loss of energy or diminished
interest in pleasure in cases of depression, the question of validity draws
reference to the nature of the problem and its essence, that is to the
essential characteristics that are present, without which it could not be

the thing it is described as being.

Edmund Husserl® eidetic phenomenology seeks a priori knowledge of

essences and eidetic laws pertaining to conscious experience and its
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objects. Husserl believes that such eidetic knowledge has a higher
epistemic status than the inherently fallible empirical knowledge, but a
closer reading of his work shows that even eidetic claims are subject to
error and open to modification. See (Belt 2021). Nonetheless, careful
consideration and analysis from a subjective perspective is not without
its challenges, where the need for validity is concerned . According to
Husserl, the empirical and eidetic methods differ not only in how
knowledge is acquired but also in how it can be challenged and
validated or verified. (See Belt 2021)

Diminished capacity to be attuned to the world as a whole, to have
distinctive moods is perhaps not an essential feature of major
depression, bipolar and mania. Other features denoting specific moods
of hopelessness and grandiosity, such as guilt. irritability, and hedonistic
tendencies are non essential because their manifestation is not
necessary to cause depression. (Freeman 2014) informs us that
Heidegger's account of attunement through mood is critical for a better

ontological understanding of emotion.

According to this view our moods are not mere mental states, side
effects or symptoms, that result from, arise out of, or are caused by our
situation or context. Rather, moods are fundamental modes of existence
that are disclosive of the way we find ourselves in the world. Mood is
one of the basic modes through which we experience the world and
through which the world is made present to us. Moreover, our moods
denote what matters to us and help us understand their affective impact.
Heidegger's insights in respect of mood can be extended beyond the

narrow scope of his fundamental ontology (in Being and Time) in which
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they were developed into a better understanding into better

understanding psychopathological mood disorders.

Current psychiatric nosology, reflected in the Diagnostic and Statistical
Manual for Mental Disorders, 5th edition (DSM-5, 2013) and the
International Classification of Diseases, 11th edition (ICD-11, 2018) has
been criticised for grouping disorders based on superficial similarity and
for failing to represent actual commonalities among them (Watson, 2005;
Andrews et al. 2009).

For example, affective and emotional disorders, are grouped together as
a cluster of strongly related conditions, including depressive, bipolar and
anxiety disorders as well as post-traumatic stress disorder (PTSD) and
obsessivei compulsive dis- order (OCD) (Barlow, 1991; Watson, 2005;
Goldberg 2009) is not a formal diagnostic class in DSM-5. These
conditions were assigned to five separate classes despite strong
similarities among them on a wide range of diagnostic validators
(Goldberg et al. 2009b), with the possible exception of bipolar disorders
(Goldberg et al. 2009a). In particular, the emotional disorders share
several key risk factors, neural abnormalities and treatments. The key
evidence for the emotional disorders cluster comes from factor-analytic
research that sought to inform development of a quantitative nosology,
which would classify disorders according to empirical commonalities and
describe psychopathology dimensionally (Krueger & Markon, 2006;
Lahey et al. 2008; Andrews et al. 2009).

In children, these studies have consistently supported two fundamental
dimensional spectra: internalizing and externalizing (Achenbach, 1966;
Achenbach & Rescorla, 2001; Lahey et al. 2004, 2008). See (Kotov et al
2014)
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(Jennifer Jane Newson et al 2021) note that an assessment of mental
iliness typically relies on a disorder classification system that is
considered to be at odds with the vast disorder comorbidity and
symptom heterogeneity that exists within and across patients. They
claim that the scale of misalignment between clinical symptom profiles
and DSM-5 disorder labels demonstrates that DSM-5 disorder criteria
does not separate individuals from random symptoms, and this has
obvious implications for a complete mental health symptom profile of an
individual® wellbeing. Greater emphasis on empirical and other

dimensional data analysis would help with comorbidity detection.

There is subtle evidence of the dimensional approach to schizophrenia,
in the chapter entitled fiSchizophrenia Spectrum and Other Psychotic
Di s or dleeDSM-6 chapter begins with a review of the domains of
psychopathology that have historically been used for the categorical
assessment of schizophrenia spectrum disorders. There are five such
domains: hallucinations, delusions, disorganised thought (speech),
disorganised or abnormal motor behaviour (including catatonia), and
negative symptoms. Schizophrenia and bipolar disorder (BD) share
elements that can sometimes be difficult to distinguish between. Both
are characterised by psychosis, but in schizophrenia, auditory
hallucinations are more common, whereas in BD, grandiosity and
excitement are more prevalent. While paranoia can be present in both
conditions, it is more systematic in schizophrenia. Moreover, negative
symptoms and cognitive dysfunction are core psychopathologies of
schizophrenia, in contrast to BD, in which mood lability and affective
cycling dominate. These distinctions are crucial because early

differential diagnosis is important for appropriate treatment. The
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distinction between schizophrenia and bipolar illness, should be ideally
linked to the considerations of the prototypical d&vhatness @which reside
in the alterations of the structure of subjectivity, according to (Parnas
2011, 2012) rather than rely on a series of quantitative check-list scores.
For example, clients with trauma and emotional dysregulation will have
high emotional energy states for short periods of time (even fluctuating
within the course of hours or a day). This is important to distinguish from
a true bipolar iliness, where clients have manic and irritable mood states
that last days to weeks to even months in the case of major depression.
Clients with emotional dysregulation can often identify a life-style and
experiential triggering event such as the breakup of a relationship,
criticism or failure at work or school, or family stress. (Hofmann et al
2012) offer a trans diagnostic model of mood and anxiety disorders.
Their model posits that a triggering event, in conjunction with an existing
diathesis, leads to negative or positive affect, depending on the person®

affective style.

Despite the obvious benefits of seeking neurobiological research data
for early detection and hereditary purposes, and the simplicity and cost
that the current diagnostic system and operational guidelines advocates
and demonstrates, given the current global healthcare crisis, there is
growing evidence that the current classification present or absent, all or
nothing system, runs contrary to our understanding of the nature of
mental health and in particular the subjective and experiential of
phenomenal experience. This highlights the psychological limitations
and challenges that individuals experience through the diagnostic
process, as they fall inside or outside a given diagnostic symptom

parameter; an experience which the healthcare system is unwittingly
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stimulating, subsequently destabilising the system as a whole. (Kendler
2012)

Section 3(f): challenges to dimensional research

Due to the alarming rates of mis-diagnosis as much as anything else,
research studies into mood disorder are beginning to explore the
potential utility of dimensional approaches as discussed. (Cuthbert 2005,
Brown & Barlow 2009). Irritability is one such example. Itis a
transdiagnostic symptom that has gathered a great deal of attention in
the developmental psychopathology literature of late, due to the evident
overlap between depression and mania. Partially in response to an
alarming increase in rates of bipolar disorder diagnoses in young
children (Blader and Carlson, 2007), one line of research has explored
alternative classification for children who exhibit severe, chronic
irritability. (Hawes et al 2019).

The DSM-IV section on Mood Disorders has been replaced in DSM-5
with separate sections for the Bipolar Disorders and the Depressive
Disorders. The section on Bipolar Disorders is placed between the
Psychotic Disorders and the Depressive Disorders in DSM-5, fin
recognition of their place as a bridge between the two diagnostic classes
in terms of symptomatology, family history and g e n e t (Bee Paiker
2014). Due to the expansion of difficulties associated with the general
class of depression and bipolar depression, three new depressive
disorders are also included in DSM-5: (1) disruptive mood dysregulation
disorder, (2) persistent depressive disorder, and (3) premenstrual
dysphoric disorder. The number of bipolar disorders nonetheless

remains unchanged,; ie, bipolar I, bipolar II, and cyclothymic disorders,
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as well as bipolar disorder due to medications, drugs, or a medical
condition. Insignificantly, criteria for episodes of mania, hypomania, and
major depression are generally unchanged from DSM-1V, with a few

Important exceptions.

More significantly, missing from DSM-5 is the DSM-IV entity of mood
disorder Not Otherwise S p e ¢ i (NOS), avliich has been replaced with
(1) unspecified bipolar disorder and (2) unspecified depressive disorder;
relating to people who present with an unclear pattern and who

ultimately will have to be designated as one or the other.

The American Psychiatric Association (APA) prefers the terms
unspecified or other specified for bipolar disorder to better reflect the
uncertainty of the diagnoses. (The terms unspecified and other specified

are also used for types of depressive disorders in the DSM-5).

Unspecified bipolar may be the diagnosis when a person's symptoms
resemble the symptoms of bipolar disorder, but the clinician chooses not
to specify the reason the criteria are not met for a specific bipolar
disorder, such as in an emergency room where there is insufficient
information to make a more specific diagnosis. Other specified bipolar
disorder may be diagnosed when a person displays specific symptoms
of bipolar (such as manic and/or depressive episodes), but the full

criteria for those symptoms aren't met.

The DSM IV diagnostic classification of mood disorders had two
recognisable shortcomings: (1) an underdiagnosis of bipolar disorders
and (2) a large proportion of treated patients had to be allocated to the

vague NOS groups dot otherwise specifiedd Several new subthreshold
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groups of depression, bipolar disorders and mixed states have now
become operationally defined in DSM-5. In addition, hypomanic and
manic episodes occurring during antidepressant treatments are, under
certain conditions, accepted as criteria for bipolar disorders. Moreover,
the diagnosis of bipolarity now requires, as entry criterion A, not only the
presence of elated or irritable mood but also the association of these
symptoms with increased energy/activity. This restriction will
nevertheless effect and change the diagnoses of quite a number of
patients from DSM-IV bipolar | and Il disorders to sub diagnostic bipolar
syndromes. Nonetheless, on the whole DSM-5 is a step in the right
direction, attempting to specify more sub diagnostics categories with an

improved dimensional approach to severity and psychosis. (Angst 2013)

DSM-5 includes multiple specifiers to describe the Bipolar and
Depressive Disorders, as part of a mixed categorical-dimensional
approach. The specifiers are meant ito define a more homogeneous
subgrouping of individuals with the disorder who share certain
characteristics € and to convey information that is relevant to the
management of the individual's d i s o r Ttheereality is the DSM-5 does
not represent such a paradigm shift, despite significant pressure to do
so. The Psychotic Disorders Workgroup found that the DSM-IV criteria
for the psychotic disorders do not accurately capture the considerable
variability of symptom profile, response to treatment, and most

importantly, social function and outcome. (Heckets et al 2013).

The specifiers are intended to be used to describe the course of a
person's disorder and should not affect the frequency of the underlying
diagnosis. The specifier of fivith anxious d i s t is &éhe anly entirely new

one. It was added to account for the high prevalence of symptoms of
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anxiety in both manic and depressed states and because fa substantial
body of research conducted over the past two decades points to the
iImportance of anxiety as relevant to prognosis and treatment decision-
ma Kk i in gipblar and depressive disorders. The addition of this
specifier should encourage the identification of anxiety in people who
have a bipolar or depressive disorder, which should lead to improved
management of suicide risk, as anxiety is a risk factor for suicide.
Conversely, a lack of recognition of anxiety in the medical record or
treatment plan could have implications for malpractice liability in cases of
attempted or completed suicide. The DSM-5 introduced the anxious
distress specifier in recognition of the significance of anxiety in patients
who are depressed. The studies have supported the validity of the
specifier in patients with major depressive disorder (MDD). Zimmerman
et al, (2020) confirm that the results of our study indicate that anxious
distress is common in patients with bipolar depression too and thus

supports the validity of the DSM-5 anxious distress specifier

The DSM-IV entity of a mixed episode of bipolar disorder has been
replaced with the specifier fvith mixed f e a t uwhiehscan,be applied to
bipolar I, bipolar Il, major depressive, and persistent depressive
disorders. Thus, a person with hypomania or mania who shows some
symptoms of depression and a person with depression who shows some
symptoms consistent with hypomania or mania should be designated as
fwvith mixed features.0Although the mixed-features specifier will fbetter
account for the highly prevalent subsyndromalp r e s e n tahlioth o n s ©
manic and depressed states, its addition does not solve the problems of
the overlap between unipolar and bipolar depression or the middle zone
depicting the boundary between bipolar disorder and schizoaffective

disorder. As a result, debate on the applicability of this specifier to a
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particular person could be vigorous. The DSM-5 criteria for the specifier
of mixed features have also been criticised for including euphoria and
excluding agitation and irritability, thus moving away from Kraepelin's
original concept of mixed depression as a fairly common clinical entity.
(Mcintyre et al 2018).

Diagnostic and therapeutic challenges specific to MDD with mixed
characteristics exist. In contrast to BD-I and BD-II, the diagnostic
phenotype of MDD had a poor level of inter-rater reliability in the DSM-5
field trials. This finding suggests that the more depression-prone a
person is, the more probable it is that they may receive an incorrect
diagnosis and/or unsuitable treatment. (Freedman et al 2013).
Additionally, the International Mood Disorders Collaborative Project's
findings demonstrated that mixed features are frequently seen in adults
with both MDD and BD: roughly one-third of those with BD-I or BD-II
diagnoses and about one-quarter of those with MDD met the DSM-5
criteria for mixed features. (Mcintyre et al 2015). As a result, many
individuals with mixed traits run the risk of receiving an incorrect

diagnosis, a delayed diagnosis, or the wrong kind of treatment.

The most recent revision of DSM IV-TR is DSM-5, and the mixed-
features specifier of major depressive disorder (MDD) for mixed
depression in DSM-5 is currently the subject of intense debate. A major
depressive episode and modified (hypo)manic criteria that were based
on bipolar disorder's criterion B make up this mixed-features specifier.
Although the former included heightened and expansive mood and the
latter omitted distractibility and psychomotor agitation, the (hypo) manic
criteria of this specifier and bipolar iliness are extremely comparable to

one another (in criteria A of bipolar disorder). Due to these modifications,



112

the paradigm for mood disorder has changed from being categorical to
being dimensional or spectrum-based. However, some researchers
continue to criticise the MDD mixed features specifier. They believe that
the DSM-5 criteria lack a strong scientific foundation and fail to
recognise the majority of potential mixed depressive states. These DSM-
5 criteria have been referred to as "a farewell to mixed depression™ or
"the miracle that never happened" by certain authors. (Koukopoulos &
Sani 2014)

Part 3: Temporality

Section 1: temporality and dynamical cognition

Temporality is a suitable dimension for studying mood disorders. Any
and every situation is structured by time, albeit subjectively, and thus as
long as man endures must itself endure over time, in order to be
considered truly temporal; and in doing, is essentially dynamical in
nature. Thus, temporal extendedness is a prerequisite for a cognitive
process that asserts to have 4E features (Vogel et al 2017). Any
cognitive system needs time to integrate the vast amount of perceptual
data with prior knowledge and produce a useful output (P6ppel, 1997).
This apparent triviality is actually a biological and physical characteristic
of the brain, albeit a constraining and learning one. Numerous intricate
neurophysiological processes are required for information to travel from
the retina, for example, to the visual brain (Varela, 1999). Molecules
must alter their structural arrangements; action potentials must be
produced; transmitters must be released, cross the synaptic cleft, and
bind to receptors on the postsynaptic membrane of an additional neuron,

from which new action potentials emerge; etc. These biochemical
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activities are related to cognitive processes, which are localizable facts
inside the neural system that also follow temporal orders (Varela, 1999;
Vogeley & Kupke, 2007). It follows that the duration of these processes

affects the temporal resolution of perception.

Because different brain processes take different amounts of time,
distinct perceptual modalities also have different temporal resolutions
(Poppel, 1997). Despite these perceptual constraints, our experiences
seem to occur continuously to us (Husserl, 1928). Two observations
seem obvious: | time progresses toward the future and comprises a
passage; and (ii) time is ordered along events that compose a structure,
however it is debatable whether the flow of awareness is actually
continuous or merely appears to be so (e.g., Dainton, 2002; White,
2018). (Kupke, 2009; Vogel et al., 2020).

The existence of "objective time," that is, whether it is biological,
physical, or ontological in origin, is up for question, despite the
appearance that these observations are objective. The study's
description of temporal situatedness focuses primarily on temporality as
a subjective and cognitive experience. Although there may be a complex
relationship between the objective and subjective aspects of our
experiences (Zahavi, 2018), the idea of dynamic change is perceived as
something that is going into and toward the future. It seems hard to stop
time from moving forward and turn experiences into something that is
genuinely timeless. Despite this, we perceive our stream of perceptions
and ideas as being in a constant state of "pure transition" (Kupke &
Vogeley, 2009; Kupke, 2020; Fuchs 2018); even states that are said to
be timeless share at least one characteristic with all other states: they

transform into other states.
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If we use the word "situated cognition" to describe cognitive states and
use the ongoing experience principle, we come to the concept of the
"dynamic process." The temporal characteristics of situatedness are
best described by the terms "dynamic" or "transitional process."
Processes by definition consist of action steps, and in the case of the
situated cognitive process, the cogniser engages in these stages as they
occur. A shift from one stage to the next is a necessary part of the
cognizing process in order to produce an insight or an idea. Any such
system will alter as a result of the dynamic mobility inside the current
process. Furthermore, the ensuing cognitive state is not the only thing
that might alter. The technique itself may be changed in order to better
handle the situation depending on the available affordances. As a result,
we see the dynamic in at least two different transitional states that allow
for constant modification. One is the change in the time microlayer. By
the appearance of a new perception or impression, previous perceptions
and impressions are replaced. Integrative brain systems take in shifting
inputs and process them. Action potentials and brain oscillations
generate similar novel events on a neurobiological level. The entire
microlayer appears to mimic time's general anisotropy (Vogel et al.,
2020). The macrolayer allows for observation of the second transition.
When performing a piece of music, it is necessary to play the notes in
order and the associated musical instrument manipulations in order. A
forward-directed movement that modifies its substance within one
situational context constitutes the transition from one scenario to the
next (e.g., note after note within the piece of music). As a result, within
the larger biographical narrative, situations are made up of shifting steps

that are then open to change themselves.
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Regarding how time is structured, we see that due to the dynamic flow of
time, events inevitably occur one after the other. This is relevant to the
current condition of affairs and hence unavoidably pertains to their
respective temporal perspectives. Only when these horizons are placed
in a logical sequence after one another can a situation be appropriately
bounded by earlier and later horizons. Our experiences are typically
organised along this time sequence of clearly defined important
occurrences. It is also remarkable that this framework extends into the

future through planning, not only past events.

The structure is visible on both the microlayer and the macrolayer of
time, just like with the passage of time (Kupke, 2009; Vogel et al., 2020).
Husserl's analysis of temporal awareness (Husserl, 1928) looks at how
the processes of retention, primal impression ("Urimpression"”), and
protention continuously shape our consciousness for the microlayer.
Impressions describe the percept as appearing to/in awareness at the
boundary between retention and protention, where retention refers to the
past impressions and protention to the impressions that will come.
Together, these structural elements provide the impression of a lasting,
continuous experience (Husserl, 1928), and in this sense they be
measured according to the deviations in temporal perception, as they
relate to mood disorder for evidence of characteristic features and

structural composition
Section 2(a): phenomenology and the temporal experience
Temporality has long been recognised as a crucial aspect of human

existence and experience as the experience of and in time (e.g., Kant,

1781/Husserl, 1928). But all too frequently, time is spatialized (e.g., "time
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windows," "time distance," "time lines," "time timetables," etc.), which
reduces it to moments and units like seconds or dates (Bergson, 1920).
Such actions disregard the crucial part that time plays in our
experiences. Time is always with us as we pursue pursuits and perform
acts. We exercise control over our circumstances and seek to affect our
(near or distant) future while acting in the present (Vogel et al., 2020).
We achieve this by drawing on our prior experiences and education.
Because of this, our present cannot ever be limited to a "now" in the
sense of an impersonal moment in time (Heidegger, 1953; Ricoeur,
1980). The present, which encompasses a number of temporal
references at once, is a necessary component of our continuous story
because it is a lengthy period of time. Regardless of the content of our
activities, time and temporality give them meaning and purpose. As a
result, each cognitive situation is both geographically and temporally
enlarged. It is a historically persistent situated cognition rather than just

a geographically enlarged situs cogitans.

Mental iliness not only interferes with the continuity of normal daily life
but can also be accompanied by a change in the subjective experience
of time. (Fuchs 2007). The phenomenological analysis of lived time,
underpinned by Bergson, Husserl®, Heidegger, Merleau Ponty and
others, and carried out by psychopathologists such as Jaspers,
Minkowski, Binswanger, Telemann and others, can testify to this, by
attempting to develop a systematic framework for the examination of
conscious experience in mental disorders, giving specific attention to the
problem of distorted lived experiences of time. Any impairment of lived
time should not be considered as simply one symptom among others,
albeit it is basic feature. On the contrary, it expresses a fundamentally

altered mode of existence which cannot be reduced to brain



117

dysfunctions or other more conspicuous behavioural signs or symptoms.
A lack of attention to the subjectivity of the affected person leads to a
flawed, if not incomplete, psychopathological understanding. Continental
philosophy in Genaro and phenomenology in particular, has explored the
concept of time as a basic structure of the human self. (Fuchs 2019,
Fuchs & Pallagrosi 2018). According to its perspective, human beings
are time producing organisms, and their awareness of being is imbued
with the sense of a lived duration of experience. In the
phenomenological model, in fact, the flow of consciousness proceeds,
on a pre-reflective, implicit and lived level of experience, (Fuchs,
Husserl), each one of which possesses a specific sense of mineness. In
other words, every experience that appears in the stream of
consciousness belongs to the experiencing subject in a unique way. This
sense of mineness, which is considered as the essential feature of the
minimal or experiential self [8], entails the intrinsic capacity of
experiencing the block of duration, that is, the continuity bridging
discrete experiences. Without it, we would have an infinite sequence of
single moments, which means that there would not be any experience at
all; forfevery experience is a temporally extended lived presence.
(Zahavi 2010).

Section 2(b): a brief history of the phenomenology, temporality and early
psychiatry

Minkowski and lived time

Eugene Minkowski® concept of (dived Time61935), (see Ledermann

1972, for a full relationship to phenomenological and psychopathological

studies), articulates a phenomenology of time that is as inspired by the
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philosophical writings of Henri Bergson and Edmund Husserl as it is by
the psychiatric descriptions of Eugen Bleuler. After providing a
phenomenological description of the experience of time in normal life,
Minkowski considers a number of mental illnesses, including
schizophrenia, manic depression, and dementia, and he attempts to
show that these pathological cases can be characterised in terms of a
distortion of lived time. Minkowski looked to discover the a priori
character of the normal world, in which people live. Accessing the
patient® subjective world can be found empirically in the experience of
time. For Husserl, (1991), time is temporally constituted by
consciousness by means of intentionality "the purely intellectual
constitution of temporal modes or the constitution of objects in

subjectivity".

Minkowski® basic hypothesis can be related to bipolar as a basic
temporal disorder. Mania like melancholia has its roots in the temporal
structures of human experience, and specifically in an impairment in the
way that time unfolds, i.e., in terms of the way our temporal experiences
are structured into a past, present, and future. (See Minkowski, 1933). A
person in a state of manic excitement for eg, lives only in the now; there
Is no future for them beyond this event horizon; any interactions with the
environment are restricted to the here and now. While a person suffering
with depression remains immersed in and thus consequently becomes a
prisoner of his past. Minkowski realized that psychopathological
disorders were not an overlap of symptoms, but the deep expression of
a modification of the entire existence of the subject. He developed a
psychopathology based on ontology rather than anthropology of mental
illness (Abreu & Silva, 2004; Pélicier, 1995). In depressive disorders, the

fundamental phenomenon that organizes existence is related to
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temporality and the symptoms present in melancholic depression must
be understood based on that experience. The melancholic do not
experience time @s propulsive energy@ but feel it as a flow of temporal
current. Thus, for these patients, the future is perceived as blocked; their
attention is directed to the past and the present feels stagnant. Like the
manic experience, there is no way behind the present feeling. (See
Cardinalli, 2012). Thus the core of the work of Minkowski (1933/1995), in
which the experience of fluid, continuous and interwoven time is evident,
Is essential for the existence of our health and wellbeing. That is to say,
when our temporal fluidity is inhibited in any way, our temporal becoming
ruptures and any propulsion for the future we might have otherwise had
dissolves, creating an existential rigidity that blocks our future
possibilities, as all our energy is focused on the inevitable episode, we
are temporarily and temporally fixed to. The understanding of depression
by means of stiffness of fluidity of becoming goes beyond the causal
origin of illness, seeking to understand the meaning of the lived
experience of the patient. Minkowski (1933/1995) prioritized clinical
experience and patient interaction, understanding implied depressive

disorder with fluidity and the movement of becoming.

In contrast to the reductionist tendency to view a phenomena objectively
Minkowski approached the human being, not merely via description,
describing the experienced phenomenon instead related to the
experience in terms of the temporal structure that organises within a
dynamic context. (Pereira, 2000). Understanding the pathology as
pathos is to reaffirm the roriginal disposition of the subject which is the
basis of humanity itself. Thus, pathos comprehends the entire human
dimension, permeating the whole universe of the b e i (Mar@ins, 1999,

p.66). Pathology in this sense, is not what science defines as a disease,
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iImmersed in a negative connotation and associated with the concept of
healing, but rather it corresponds to a disposition and a movement of
fundamental phenomenon that comprises the existence of man and
constitutes a new form of existential being (Martins, 1999; Pereira,
2000).

According to Minkowski, mental diseases are not isolated disorders of
the brain, but abnormal modes of human®& being-in-the-world. Besides, |
am not a brain, though my brain is an interface between me and world.
Schizophrenia patients do not suffer from the loss of high mental
abilities, but have excessive mental abilities. It was Henry Bergson and
Max Scheler who first gave phenomenological thinking to Minkowski.
When he was coping with melancholic patients, he found the distortion
of patient® sense of time. It was this discovery that showed him the
relevance of phenomenology of time and that led him to his most
influential book d.ived Timed Minkowski& phenomenology is a science of
studying the essential phenomena of mental diseases. It is very close to
Karl Jaspers' phenomenology, but a little far from Husserl's, whose work
he didnd& quote that often. Husserl's phenomenology focuses on the
essential phenomena (possibility or construction of individual conscious
experiences), while Minkowski's phenomenology focused instead on the
empirical phenomena, especially phenomena of mental diseases.
Jaspers has developed his phenomenological view of description in the
first chapter of his General Psychopathology. To Minkowski however,
Jaspers @phenomenological focus on description was not enough; what
was needed instead was a more essential analysis to grasp the basic

underlying feature.
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Jaspers, description and psychopathology

Many consider the German philosopher and psychiatrist Karl Jaspers
(18831 1969) to be the originator of the phenomenological approach to
psychopathology. Karl Jaspers began to signal his intentions by 1912.
He had written a brief piece detailing how Husserl's phenomenology
could benefit psychiatry. The relevance of phenomenological resources
to Jaspers becomes clear when we take into account some of the key
experiential categories that are affected in various psychopathological
conditions, such as the structure of temporal and spatial experience, the
distinction between self and non-self, the experience of one's own body,
and the unity and identity of self. Jaspers provided phenomenological
explanations of unusual subjective perceptions. But he acknowledged
that "psychological phenomena” or "psychic events" must also be
investigated utilising techniques for behavioural description and
performance evaluation, as well as taken into account in their causal link
with neuronal structures and functions. However, as he pointed out,
psychiatrists are only interested in brain processes when they are
correlated with or may even be the cause of events that happen on the
conscious level. The association between brain states and experiences
that can be used to identify mental episodes is ultimately the only reason

these states have the significance they do

According to Jaspers' methods of inquiry, recognising, categorising, and
treating illness begins with a thorough diagnosis (Huline-Dickens 2013.
How can we gather trustworthy knowledge about psychopathological
occurrences and an understanding of the connections involved, which,
when comprehension breaks off, can constitute an indication of illness?

This is the first requirement for making a diagnosis. Jaspers takes into
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account the value of accurate description in this case. He preferred
descriptive psychopathology as a means of gathering data and outlining
the current course and prior development of a mental disease, which
served as the prerequisite for assigning it a diagnosis. Only facts shared
by the patient or a relative and what the examiner observes are used in
descriptive psychopathology. The descriptive approach differs from other
approaches such as the interpretative method used in dynamic
psychiatry because of its asceticism. Because of this, descriptive
psychopathology has higher inter-rater reliability than other approaches.
As a psychiatric approach, descriptive psychopathology dates back to
Karl Jaspers' early writings, which are collected in his book (General

Psychopathology 1913).

In today's study and practice, the terms "description" and "descriptive
psychopathology" are used with very distinct meanings. The description
provided by the Oxford Textbook of Psychiatry is fairly accurate.
Phenomenology is a recommended way for learning about
psychopathology (Giorgio & Giorgio 2017). According to its description, it
Is "an objective depiction of anomalous mental experiences in a way that
avoids any preconceived notions. Clinical data must be consistently
categorised and collected in a clear, objective manner. The introduction
of a methodological arsenal in the field of psychopathology by Jaspers'
General Psychopathology, published nearly a century earlier (1913), is
regarded as "a landmark in the evolution of clinical psychiatry."

Jaspers saw phenomenology as the descriptive psychology of things
present to consciousness, as demonstrated by Husserl's early work
(1901). He believed that all things should be understood by direct
perception and intuition, free from any preconceptions, in their true,

unadulterated selves. Jaspers also adopted the distinction between the
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nomothetic natural sciences and the ideographic human sciences
proposed by the neo-Kantian philosopher Wilhelm Windelband (1848i
1915) in light of the philosophy of his time. Following in this tradition,
Wilhelm Dilthey (18331 1911) made a clear distinction between the
approaches that applied to these two aspects of existence, adage he
coined in 1894: "We explain nature, but we understand psychological
life." Jaspers distinguished phenomenology as a cross-sectional mode of
inquiry from his books on genetic knowledge, which he considered as a
longitudinal approach, by defining it as the intuitive reproduction, static
comprehension of "the individual facts of psychic life existing in the
consciousness." Understanding genetics entails empathically grasping
and virtually experiencing the sufferer. By using this hermeneutic
technique, the clinician can learn how a mental phenomenon
meaningfully develops from another mental phenomenon.

Hermeneutics, in Spiegelberg's words, is an attempt to understand any
phenomenon meaningfully. (Suddick et al 2020), there is no way to
scientifically demonstrate whether the insight the examiner receives from
the patient's psychic life actually corresponds with the patient's actual
meaningful experience during the examination. Jaspers introduced the
examiner's immediate, intuitive experience of the evidence as a standard

for validity because of this (quote)

Empathetic grasping

The methodological approach used by Jaspers has, in part, been
criticised over time. Emil Kraepelin for e.g., had already questioned
understanding as a means of learning. Although essential in
interpersonal interactions, he thought that empathic grasping was a

highly inaccurate research technique that may result in the most severe
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form of self-deception. Kraepelin believed that the intuition of evidence
as a standard for validity was suspect "since [there is] no yardstick by
which to judge the reliability of this sensation of certainty"55. On similar
grounds, later writers have challenged genetic understanding. It is
presumably easier to distinguish between verbal hallucinations as
"Inner" speech and audible "external” speech when one has a static
grasp of isolated experiences that are described as pathologically
altered "forms" of experience. This is one of the factors contributing to
the ongoing popularity of distinguishing between pathoplastic content
that is mainly comprehensible and unrelated to sickness and a
qualitatively altered form as an indicator of illness. A pathological
process and the transformation of a natural development into a
pathological process, which von Baeyer referred to as "the Jaspers
theorem,"” have both drawn criticism. Jaspers explained a process by
which deep bonds can sever, leading to "incurable changes un the
psychological life incompatible with the personality as known to date."
An interpretive account of diseased experiences, such as delusions and
hallucinations, was hindered by the apodictic contrast between an
understandable, healthy development and an incomprehensible,
causally explainable pathological process. Jaspers categorically rejected
both Robert Gaupp and Ernst Kretschmer's theory that the underlying
paranoid delusions or sensitive delusions of reference were
developments understandable from a person's personality, biography,
and traumatic experiences, as well as Eugen Bleuler's
psychoanalytically oriented empathic penetration into the symptoms of
schizophrenia. (Schmidt-Degenhard 1998). Jaspers' adoption of
Husserl's phenomenology resulted in an epistemological issue that
received little attention at the time, maybe due to hi,m distinhusing

between nomothetic and ideographic practices. The first pre requisite at
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arriving at a diagnosis stems from knowledge (Hafner 2015). Jaspers
utilised phenomenology to acquire insight into another person's
consciousness, but Husserl intended it as a way of reflecting upon things
occurring in one's own consciousness. Intersubjective perception is thus
brought up. Jaspers preferred an indirect approach, such as the sharing
of another person's mental phenomena through empathy and personal
experience. Contrarily, Max Scheler, a philosopher who expanded
Husserl's phenomenological approach to psychology, held that psychic
insight into another person can be spontaneously attained. There is no
need for cognitive thought because humans are able to empathise with
one another because of our shared existence and humanity. Because of
this, a psychiatric interviewer frequently has the ability to comprehend
both the experiences and behaviours of a mentally ill individual as well

as those that he has not personally encountered. Hafner (2015)

Binswanger, existence and temporality

A young Michel Foucault advised against categorization when he said in
1954 that the work of Swiss psychologist Ludwig Binswanger (18811
1966) in the existential phenomenological tradition was a challenge to
contemporary disciplinary divisions: he urged against bridging according

to rigid and narrow categosrise

"Ignoring the underlying meaning of the project is to reject such an
inquiry at first sight because it is neither philosophy nor psychology,
because one cannot characterise it as science or speculation, since it
neither appears like positive knowledge nor offers the content of a priori
cognition (Foucault, 1994: p.32)
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In contrast to psychiatric classification systems, the phenomenological
tradition in psychopathology, which is based on Husserl's and
Heidegger's philosophy, offers hints for a comprehension of man's
existence (Pessotti, 2006; Schneider, 2009). It highlights how the
phenomena manifests and what it means to the person experiencing it,
giving insight into the many illnesses and their potential causes. This
strategy has a major critical potential and is distinct from the prevalent

norms of health and iliness, normal and pathological.

Husserl's philosophical phenomenology, in especially its descriptive
aspect, is the foundation of the majority of his phenomenological works.
He then returns to Husserl's phenomenology, which is no longer
descriptive but a phenomenology of subjectivity, the transcendental Ego
in Husserl, through the work of Heidegger, particularly after reading
"Being and Time," in search of the constitution of the various forms of
ilinesses, particularly melancholia, mania, and delirium (Pita & Moreira,
2013; Tatossian, 1979/2006).

in 1960 and analyses the various melancholy forms through temporality.
Binswanger (1960/2005) recognises that when talking about lived time,
the past, present, and future are temporal domains that include
retention, presentation, and protention, concepts that Husserl employed
and acknowledged as "constitutive structural moments of the temporal
objects". Binswanger (1960/2005) uses the example of the speaker, as
understood by Szilasi in a book on Husserl's phenomenology, to explain
these fundamental moments. Protention permits the conversation to
happen while a speaker speaks, or at the moment of presentation,
without which the phrase cannot be finished. Similar to this, retentions

must be present throughout the presentation because they are the ones
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that let the speaker know what will be spoken. These aspects that make
up time can be seen to be interwoven in a healthy, functioning person.
The aim must be to reveal the insufficient forms of these three domains
and their interaction in order to comprehend melancholia. According to
Binswanger (1960/2005), the canonical modes of melancholy,
retrospection and prospection are intertwined into the melancholic
temporality. Retention and protention, which combine the past and the
future, are connected by a flawed reorganisation on structure, that
results from the relaxation of the link between the three structural
domains of time. That is, presentation appears to become loose and
empty and renders present-day experience empty when the intended

threads connecting various domains loosen.

Binswanger claimed that metaphors of rising and falling also expressed
"the wider and deeper rhythms of normal and pathologically manic and
depressive "disattunement” which included disappointment as well as
depression. (Binswanger, 1994b). Binswanger raised the study of
human existence to the level of an anthropological science, or what he
called an existentia anthropology. According to him, anthropology must
examine "the person" from the perspective of a specific notion of the
person, just as the natural sciences explore "nature" in accordance with
a certain thought of nature and biology studies "life" under a certain idea
of life. A pre-scientific being was converted into something scientific
through this directing, strengthening, and restraint of cognition through
such an idea (Binswanger, 1992). The idea guiding the analysis of the
human, in his words, could not be a synthesis of several conceptions
because then the scientific understanding of the human being would
emerge as a sort of bodily-emotional-intellectual conglomerate. He

believed that this disparate collection of approaches could never
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produce a thorough, all-encompassing analysis of the human. His
solution was as follows: We must select a concept to serve as our leader
that is "pre-ordered"” with respect to those ideas of body, mind, and
emotions, insofar as it already has the potential for those ideas. This
notion of existentiality as the coherence of the ontological systems that
make up existence is known as the (fundamental-mental-ontological)
concept. a branch of anthropology known as existential anthropology
that studies and comprehends people from this perspective.

(Binswanger, 1992)

Tellenbach and etiology

Tellenbach frequently draws upon Husserl and Heidegger's philosophy
throughout his writing, using them as significant sources to illuminate his
clinical practice (Dastur, 2005). Tellenbach released "Melancholia," his
most important piece, in 1961. The objective was to undertake research
that prioritised the origins of the melancholic issue from a
psychopathology endogenous approach (Ambrosini, Stanghellini, &
Langer, 2011; Dorr, 1996). The genesis of mental diseases was still a
concern at the time, and psychiatry made a distinction between three
causative fields to try to address it: somatogenic, psychogenic, and
endogenous causes (Tellenbach, 1969/1999). The first two are
associated with somatic and psychological elements, whereas the third
is associated with the endon changes' etiological field, which is a term
that is unclear in psychiatry (Pereira, 1999).

One of the major debates in psychopathology is whether there is a
predisposition to mental illness. According to Tellenbach (1969/1999),

this disposition is neither solely a reflection of a person's particular
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existence nor is it immediately tied to their somatic and biological
makeup. His research aims to comprehend the genesis and evolution of
endogenous processes, particularly with reference to melancholy
illnesses. When treating 119 patients who had been in a melancholy
mood at the University of Heidelberg's mental clinic, Tellenbach
developed the idea of @ypus melancholicus.6His research helped to
pinpoint the primary personality characteristics that define a particular
way of being and are associated with the potential onset of melancholy
(Ambrosini et al., 2011; Von Gebsattel, 1976). The claim made by
Tellenbach was not to create a type based on the nosological and
classification principles of conventional psychiatry; rather, his
contribution stems from phenomenological thought, which places more
importance on movement and experience than on situational cause-and-
effect relationships. Only endon offers constant, key characteristics to
comprehend the pathophysiology of melancholia which is it able to
describe the melancholic type. According to Tatossian (1979), endon is
the movement of human life, the fundamental form of vital succession,
which is constantly changing and is characterised by its constant
becoming. Rhythmic changes in human life for e.g. include shifts in
sleep and wakefulness, the periodicity of the female cycle, and regular
emergency situations. Journal of Psychology, Campinas, 33(1), 107-
116, January-March 2016. Tellenbach (1969/1999) doesn't offer a
typological argument for static conceptions; Instead, he bases his idea of
type on his direct clinical experience with people who identified as
melancholics and not via the research of features and their systematic
structure, but rather by experience in interacting with melancholics, have
we discovered the fundamental characteristics of the melancholic type.
While some modes of being are unquestionably predesigned, the

essential features we learnd which are continuously becoming trued are
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of a structural nature (Tellenbach, 1969/1999, p.172). According to
Tellenbach (1969/1999), "orderliness" is the key attribute of the
melancholic type and is its most noticeable trait. At this stage, controlled
limiting of their interpersonal contacts causes an intense rigidity of the
gloomy type's behaviour. These traits have an obsessive connotation
because they emphasise commitment to order, strict standards, a sense
of duty and completeness, and a rejection of any signs of improvisation.
The Western economic world demands and values many of these
qualities (Leite & Moreira, 2009). The gloomy type differs in that they are
less flexible when executing tasks since for them, the activity itself and
not the action is what matters. The cultural value of people with this
personality type is usually high, but they unjustly suffer because of it.
Along with these traits, a strong desire to please others and a strong
sense of shame in light of life's events are also noticeable.

The need for clearly defined boundaries is the melancholic type's second
standout trait. This requirement has a major impact on their
interpersonal interactions, which can be viewed from either the
perspective of being for others or oneself (Tellenbach, 1969/1999). In
the first scenario, the gloomy personality cannot continue to be in debt or
to be in possession of someone else, preferring to live an almost
symbiotic lifestyle by having little aptitude for isolation, Estudos de
Psicologia, Campinas, 33(1), 107-116, January-March 2016. Their core
sense of self-consciousness stems from their existence and the being
for others, especially when it comes to the situatedness of a close friend.
There may be serious issues because of the existential emptiness that
might result in a gravitational field of sorrow when one does not fully fulfil
the other, whether by ageing, iliness, weddings, rejection, departure etc.
(Tatossian, 1975; Tellenbach, 1969/ 1999). The second situation

characterising melancholy is distinguished by a certain attitude of
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scrupulosity and clearly defined boundaries, in regard to one &
connection with oneself. These individuals possess a great moral
consciousness, which puts morality above practically everything. When
guilt is not dealt with, it is attempted to be avoided as much as possible
by imposing an expiatory activity on oneself (Tellenbach, 1969/1999). It
Is possible for the performance of an activity to fall short of the high
expectations required, which indicates a well-known intolerance toward

oneself

Psychopathologists studying the experience of time more recently have
also reported that major depressive episodes can often be marked by a
disturbance on our sense of becoming, resulting in a blocked future,
(Straus, 1928; von Gebsattel, 1954a,b; Fuchs, 2013; Stanghellini et al.,
2017; Vogel et al., 2018). Additionally, this conceptual phenomena has
been connected to symptoms like lack of interest, diminished affective
response, depression, emotionlessness, and psychomotor slowness
(Stanghellini et al., 2017; Vogel et al., 2018), all of which appear to have
a temporal foundation. Major depressive episode patients are reported
to have lost their vital elan, or push for the future, in a physiologically
and psychological and grounded sense, (Minkowski 1933), making it
difficult for them to develop enduring and extended relationships with
others and to seek and set realistic future goals (Straus, 1928). Patients
lose the ability to take action in the present to alter their surroundings
and, in turn, their future. (Quote). The depressive state might be thought
of as a seemingly endless situation if these observations are expressed
in terms of an ongoing situated cognition, one day simply turns into
another. The transition to a new circumstance no longer actualizes itself,
as in the case of Minkowski® schizophrenic patient, described earlier,

irrespective of the evidence, due to, in a psychological sense. The same
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continuing situation is still being produced by the cognitive system,
despite what else is going on around simultaneously, however, it will
have still lost some of its essential temporal dynamical vitality. It has
been hypothesised that the combination between this shift in the timing
of the circumstance and the social and interpersonal embeddedness
contributes significantly to the suffering of patients by producing

perceptions of time regressing or even time standing still. (Fuchs, 2013)

Section 2(c): bridging the temporal gap

The riddles of time have frequently been long perceived as riddles of
identity, in both a pathological and non pathological sense. In essence,
we are basically, temporally subjective experiencing entities. (Wehrle
2020, Fuchs 2007). Time is not just a constant in our lives; it also plays a
crucial role in how we perceive ourselves and the outside world. Time is
basically an inward-looking phenomenon, as Augustine first pointed out.
(Zahavi & Parnas 1998).

It has been widely reported that bipolar for e.g., as well as other mental
health disorders like schizophrenia, which affect other aspects of daily
life like cognitive functioning and social interactions, share the same or a
similar structure of temporal experience, i.e. as an identifiable, core
psychological feature (see Martin et al. 2019, Fuchs 2019, 2017,
Gallagher & Lenzo 2020). Time in this sense is a fundamental
ontological building block of being in the world (Heidegger), shaping our
sense of self and meaning. Time is a structure of everything intentional
(passive temporal synthesis) and conscious (Husserl 1992), and the way
our perception interacts with our experiences, helps to stabilise our

cognitive and social interactions. Thus, this temporal structure can be
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preconceived, tacit, and implicit in nature as well as pre-given (Fuchs
2005, 2017). It can and does alter our perception of what is objectively

real if it is twisted.

Why do contemporary psychiatric nosologies, such as @' he Diagnostic
Statistical Manual§ and @’he International Classification of Diseases 6
underemphasize temporal experience since it is so crucial to our daily
lives, whether they are normal or abnormal? Simply put, one solution is
an excessive reliance on natural or scientific technique. (quote). It is
easier to measure and explain how we perceive time using modern
scientific methods that use a more objective notion of duration, but this
objectification also has the tendency to minimise temporal experience
and its subjective aspect (quote). Thus, it should be obvious to anyone
who is familiar with the phenomenological tradition that any attempt to
measure time perception through the quantification of clock time
encounters enormous epistemological challenges when attempting to
understand the qualitative nature of lived temporal experience (Fuchs).
Although these are significant temporal dimensions with undeniable
diagnostic value, the symptoms of mental illness typically place a
particular quantitative emphasis on number of symptoms, duration, and
frequency of episodes, for example. However, there is more to
understand about our experiences of time than that. (quote). Not the
least of which is the idea that time is fundamentally arbitrary. Our lives
are mostly about us, subjectively, and about others, intersubjectively. In
order to address the symptoms and nature of illness and disease, the
Diagnostic and Statistical Manual of Mental Disorders and the
International Statistical Classification of Diseases both handle time in an
objective manner, i.e., as it is more frequently understood in terms of

external clock time. Despite the fact that meaning, in particular,
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frequently contributes a crucial element to understanding and treating
patients with mood disorders, orthodox psychiatry unfortunately has a
tendency to dismiss the experience of growing and lived time in favour of
a static approach to observation. (Parnas et al 2003, 2005, Vogel et al
2018, Northoff et al 2018). Numerous generations of
phenomenologically inclined psychiatrists have investigated the temporal
dimension in psychopathology since Minkowski's work on lived time,
(Sokolowski 1972). Jasper's work on the underlying structures of
experience (1912), and Binswanger's early work on phobia (Binswanger
1911). (Palagassi & Fuchs). The temporal experiences of addiction,
anxiety, autism, post-traumatic stress disorder, mainstream bipolar
disorder, unipolar depression, schizophrenia, and bipolar psychosis are
all covered in the contributions. According to (Martin et al. 2013), if our
perceptions of the outside world are flawed, it stands to reason that our
implicit perceptions of ourselves (Fuchs) will also be distorted. All mood
disorders share this issue, and given their comorbid character, it may
also be present in bipolar disorder (Mioni et al 2020) and general anxiety
disorder (Brown 2007). (quote). When time is viewed in this way, it
becomes a fundamental sign of mental illness that makes going about
one's daily business nearly impossible. (Fuchs 2015). The work of
Bergson, Husserl, and Heidegger has been extensively reviewed (see
Martin et al. 2018), but the findings of a group of early clinicians who
sought to use the phenomenological investigation of time and
consciousness to improve their understanding of the underlying structure
of temporal experience in their respective patients have attracted much

less attention and interest.

In order to better clarify the variety of clinical dimensions that can be

examined from a phenomenological perspective two examples will be
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considered. They highlight the interlocking subjective nature of time and
existence which requires us to beyond the rigidity of categorisation and
take a closer look at the supporting psychological temporal structures,

which are core features of mood disorders. (quote)

Firstly, Minkowski describes a situation in which he worked as the
personal doctor for a 66-year-old man who was believed to be
experiencing a serious case of depression or psychosis, resulting a
severe loss of vital contact with reality. (Van Duppen 2017). The man
suffered from intense remorse and experienced constant worry about his
own impending agony and demise as well as the demise of his family
members. Minkowski came up with the concept that would become his
main premise while closely observing and interacting with his patient
(Martin et al 2018). The first person to provide a thorough description of
this kind was Eugéne Minkowski. He claimed that he had seen a change
in the way time flowed, experiencing it as stopped, immobile, and
without "élan vital." (Stanghellini et al, 2015). His training had instructed
him to evaluate the patient's condition by first noting the precise
substance of the delusional episodes, then making an effort to link what
he noticed to certain perception or judgement abnormalities. But he
quickly reached a different conclusion. Where, he questioned, "does the
patient's mentality conflict with my own?" (Minkowski, 1923. P131).
According to Minkowski, the patient's most fundamental issue was
temporal rather than perceptual or judgmental. Furthermore, the main
distinction between the patient and the doctor was his temporal
experience rather than the content of his delusions. (Aragona &
Stanghellini, 2016). What appeared to be a distinct impairment of his
patient's reasoning abilities was what prompted Minkowski to come up

with this theory: Every day, while experiencing intense anxiety and fear,
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the man would insist that his execution would occur that night, but it
never did, and his patient was unable to comprehend the reality of the

situation.

First of all | consoled myself by thinking that when daylight came, he
would see all of his worries had been unfounded. But the same thing
kept happening the following day and the day after that, and after three
or four days | had given up hope, while his attitude had not changed in
the slightest. What had taken place? | quickly derived my predictions
about the future from the observed facts because I'm a typical person.
On the other hand, he had ignored the same facts since he was
completely unable to benefit from them by connecting himself to the
same future. | was now certain that he would carry on for days on end,
claiming that he would be tortured to death that evening, and he did as
he said, paying no attention to the past or the present.0(1923,
Minkowski, p. 132)

The disorder had caused Minkowski's patientd mental and emotional
functioning to lag behind the truths of his 6 r eciacun@stances. According
to Minkowski, the reported condition involved the breakdown of a crucial
element of typical human "inductive" reasoning, which he called the
tendency to generalise. Minkowski suggested that this disorder was
caused by "a profound disorder in his general attitude toward the future
in particular.” "That time which we normally integrate into a progressive
whole was here split into isolated fragments," "the carry-over from past

and present into the future was completely lacking in him," "he was
completely lacking...a propulsion toward the future,” and "the future was
blocked" or "shut off" are just a few of the ways Minkowski describes the

underlying disturbance in the patient's lived experience of time
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(Minkowski, 1923, pp. 1321 138). This theory is applied to bipolar mania
by Minkowski in a significant part of his 1933 work Lived Time. "In my
opinion, the structural analysis of the manic-excited person must be
conducted in this direction, and this is especially true because it enables
us to view manic excitement from the same point of view as
melancholia, namely, as a disorder relevant to unfolding in time, or if you
prefer, as a manifestation of a mental subduction in time" (Minkowski,
1933, p. 296). According to Minkowski, mania in particular has its roots
in the temporal structures of human experience, an idea Husserl had
previously revealed and discussed. More specifically, Minkowski
believes that mania is caused by a defect in how time "unfolds," or how
temporal experience is articulated into a past, present, and future. He
refers to the underlying issue as a "subduction" in time, which is a
"modification to an inferior level," borrowing a word from Mignard (1924).
It is suggested by Minkowski to be described as follows: "A person
experiencing manic enthusiasm just experiences the present moment
and has little interaction with the outside world; he is no longer
experiencing the "unfolding in time" as a whole. (Emphasis added,
translation changed. Minkowski, 1933, p. 294) Following Husserl's
earlier work, Minkowski suggests that a "subduction” in temporal
experience occurs when a person's lived future is lost or altered when
experiencing mania. The manic person turns into "the plaything of the
now, always variable, shifting from one instant to the next," and he lives
"in the grip of the now, in which he exists and out of which he is
incapable of producing a present,” according to Bergson (Minkowski,
1933, pp. 2941 296). It's important to note another assertion Minkowski
made regarding mania. According to Minkowski, mania not only entails
living "only in the moment," but also a consequent limitation in "his

relationship with the surroundings.” In elaborating on this concept,
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Minkowski describes how the manic person's vital link with reality shrinks
in a way that, while it doesn't entirely destroy it, makes it extremely

superficial.

The following is a summary of Minkowski's hypotheses:

(1) Bipolar, mania, depression, and other mood disorders are
characterised by disruptions in the formal structure of temporal
experience, which undermines indicative thinking. (2) Because they no
longer experience time passing normally in terms of a coherent present,
past, and future structure, people in such states are bound by their
relationship to the past, present, and future. (3) The person experiencing
any one or more of these mood type episodes "limited touch with reality"

due to disruption in the temporal structure of perception

"The first to introduce phenomenology into psychiatry for practical
purposes,” according to Binswanger, was Minkowski (Binswanger, 1946,
p. 231). Employing resources more particularly from the perspectives of
Husserl and Heidegger and using Being and time as a model,
Binswanger's work offers a framework for Minkowski's claims. His key
argument is that manic episodes are characterised by a distinct, world-
disclosive mood. The first is that this mood has a unique temporal
structure, and the second is that the temporal disturbance in mania can
be explained as a narrowing or "shrivelling” in how "temporality

temporalises itself." Martin et al. (2018).

Binswanger asserts that primary optimism's manic state is both "world-
disclosive" and temporally structured using Heideggerian concepts.

Heidegger asserts that to be in a certain mood is to discover oneself in a
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world with a specific texture. Binswanger begins his analysis of the
manic experience by attempting to describe the texture of the manic
optimistic world. He does so frequently in metaphorical language. "All-
rosy," "cloudless," "bright," and "wide-open" describe the frantic globe (p.
58). Temporal aspects are present even at this early level of the
phenomenological articulation. This shouldn't come as a surprise
because optimism seems to be mostly a temporal phenomenon that
implies a positive outlook on the future. According to Binswanger, the
manic person always "plans, hopes or expects something delightful"* and
has the impression that time is unbounded. Even death, if it is thought of
at all, is seen as a doorway to a different existence (p. 58). The manic

universe is hence eternal in time.

Binswanger wants the reader to be able to relate to the underlying
temporal experience patterns that underlie these characteristics of the
manic mood and its environment. Heidegger's explanation of the specific
temporal rhythm of "curiosity” and the description he offers are closely
connected. Heidegger's description of the curious person is marked by a
shallow, easily distracted, and passionate response to anything that
appears. The "tempo" of manic curiosity, according to Binswanger,
involves a type of hopping from one area of interest to another. He
emphasises the important implication that manic behaviour never seems
to persist but is constantly leaping off to something new, continuing
Heidegger's views. The idea of being everywhere and nowhere is
effectively integrated into mania, creating a more extreme kind of what

Heidegger calls inauthenticity.

The viewpoint of Binswanger in 1933 is thought to serve as a

Heideggerian model for Minkowski's theories. (Martin et al 2018)
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According to Minkowski's first theory, mania is characterised by a
disruption in the formal structure of experience; Binswanger seeks to
define this disturbance in more detail. Binswanger links Minkowski's
assertion that the manic person "lives in the grip of the moment" to a
basic "shrivelling” in the way temporal experience unfolds. Binswanger
describes manic [restlessness] as an extreme counter-phenomenon to
what Heidegger refers to as the experience in which we are able to
grasp a situation for what it is and respond to it resolutely. Minkowski
claims that one result of these temporal disturbances is a loss of vital

contact with reality

Manic optimism served as Binswanger's entry point for the
phenomenology of manic experience. It would appear that optimism is
an emotion that is inherently temporary and that is made up in part of an
orientation toward pleasant things to come. In addition, as we previously
mentioned, Binswanger himself expresses some of the unique temporal
structures of the world, referring to optimism as mood reveals, including
the sense of temporal openness toward an unlimited future. Therefore,
there is at least a preliminary difficulty in reconciling all of this with his
1960 book Melancholia and Mania's conclusion about a type of
temporality that is "shrivelled" or limited to mere presence. The book
takes the form of a collection of research designed to offer a
comprehensive theory of the two phases of what Binswanger refers to
as "the manic-depressive antinomic" and which we would now refer to
as bipolar I. First, the notion of "constructing the present," and second,
Husserlian protention and retention, are the two key ideas for our
purposes. The fundamental premise is that temporal experience is
"made up" or partially formed from a collection of pretensions and

retentions that experience is judged or evaluated against. According to
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Binswanger, this "weaving up" of the present or primal sensation, as
Husserl refers to it, is perverted in emotional disorders. We would be
one step closer to articulating the phenomenological substructure of
temporal experience in mania if we could give a perceptive explanation
of this temporal construction, structure, and its perturbations. The good
news is that. The promise is never properly kept, which is the bad news.
The fact that Binswanger's works on this subject never depart from these
initial metaphorical formulations is one ongoing issue. Binswanger
elaborates on his governing in a number of suggestive ways. that the
thread of the temporal fabric experiences a kind of "loosening” amid
manic excitation (p. 96). The normative deliberate threads of protention
and retention must still exist if we are to take this metaphor seriously;
they are just not woven together as tightly as they are in other
configurations of experience. Because they "slip through the gaps" in the
weave of our temporal fabric, which lacks the degree of continuity
necessary to "catch" them, some types of extended temporal objects
may end up being impossible to experience altogether. However, in
other sections, Binswanger asserts that during manic episodes, the
temporal threads "ripped up into fragments,” (p. 95), "retreat or indeed
disintegrate [altogether]" (p. 115). The collapse of temporal experience
would be more thoroughgoing in this application of the metaphor. The
fabric must go if the threads do, too. Olga Blum (both) expressed her
relief that Goethe's earlier creation of his Faust spared her the work of
having to compose one similar to his, while also harbouring no
scepticism that she would be successful at such an endeavour, in the
entire sentence. Since there are no retentive moments, this is the
pretension that remains, on which she could construct (p. 101, emphasis
added). There is a third use of Binswanger's controlling metaphor in this

passage. What he attributes to Olga Blum in this paragraph is not a sort



142

of experience in which the protentional and retentional threads are torn,
nor is it a loosely knit temporal fabric. Olga Blum has a separate type of
manic protention, but it "hangs in the air" and is not entangled with the

correlative retentions.

Even if the ideas put out by Minkowski and Binswanger are rich and
intriguing and were based on extensive clinical experience, they have
inherent flaws. As we've seen, their arguments frequently use metaphors
that are challenging to understand, and they feature ambiguities and
seeming contradictions that are challenging to reconciled, which will be

the challenge in the next section

Section 2(d): temporality, emotion, and mood

Understanding the actual or 6 r eaadlodtological connection between
moods and emotions as described by continental phenomenology is
helpful in understanding mood disorders. Our emotions serve as the
foundation for our thoughts, feelings, and interactions with other people.
(de Sousa 1987). Emotions are sometimes confused with emotions and
moods, but the three concepts are not equivalent. In contrast to the
several varied definitions of emotion that come from cognition, the three
terms are not interchangeable. Emotion is described as "a complicated
reaction pattern, encompassing experiential, behavioural, and
physiological factors," by the American Psychological Association (APA).
People react emotionally to issues or circumstances that have personal
significance for them. Three things make to an emotional experience:
the subjective experience, the physiological reaction, and the
behavioural or expressive reaction. Arousing from an emotional event

are feelings. This falls under the same category as hunger or pain
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because the experiencer is aware of it. An emotion produces a feeling,
which can be impacted by memories, beliefs, and other things. The APA
defines a mood as "any brief emotional experience, often of modest
intensity." Moods are distinct from emotions in that they lack stimulation
and have a vague beginning. For instance, insults can induce anger, but
anger can also strike for no apparent reason. Human cognitive
processes, such as attention (Vuilleumier, 2005), learning and memory
(Phelps, 2004; Um et al., 2012), reasoning (Jung et al., 2014), and
problem-solving, are all reportedly impacted by emotions (Isen et al.,
1987). It's unclear exactly how the two relate. (Tyng et al 2017, Aho
2018) observes that moods should not be viewed as ephemeral and
contingent features of experience in light of the APA's aforementioned

reference to subject experience.

They are what constitutes what it means to be human, to exist, and to be
alive in the sense that Heidegger intended. In this way, our affect and
mood are structural. Or, as Heidegger put it, "situated, bound up in world
situations that matter to us in one way or another." Emotions are only
conceivable under this circumstance. Thus, emotions and moods are
different. Emotions are purposefully focused at a particular event or item,
hence they tend to be about important things. They frequently have a
clear origin, are stronger than moods, and are far more transient. More
pervasive and diffuse moods tend to be about both something and
nothing. They are globally structured rather than localised emotional
states. They expand the range of our perception by adding emotional
colour to our encounters. (2013) Stanghellini & Rosfort. According to
Heidegger, they are not byproducts of cognition or other types of
intelligence; rather, they constitute a waiting environment in the universe

to which we are sensitive and in which we immerse ourselves. In this



144

situation, one may feel both emotionally anxious and depressed about
something as well as anxious and depressed in general. This illustrates
a distinct type of effect. All kinds of emotional reactions and experiences

can arise due to the overall mood. (Fuchs 2013)

Phenomenology views affects as encompassing phenomena that relate
body, self, and time to the world, as well as to the nature of affectivity
itself, in contrast to current thought, which believes that mental states
such as moods and emotions are located within our heads. Traditional
psychiatry took a predominantly intellectualistic view of delusion and
hallucination as a disturbance of the logical mind, in conformity with the
subordinate role of affects in the Western idea of the human person
(Berrios 1985). Emotions were viewed as elusive mental states that
were best converted to cognition or volition, disregarded, or both. For
instance, melancholia had to be described on this basis as a
combination of irrationality and behavioural inhibition. The majority of
psychiatric treatments for depression up to this point have been based
on cognitive models, which see the condition as being primarily a result
of flawed information processing and skewed thinking (Beck and Alford
2009, pp. 224ft.). As a result, cognitive behaviour therapy was adopted
as the standard treatment (Beck et al. 1979). Traditional psychodynamic
theories, on the other hand, saw emotions like anxiety and sadness as
only surface manifestations of the real tensions and drives buried deep
inside the unconscious. Thus, there has never been a true

psychopathology of affect. (Refer to Fuchs 2013)

Section 2(e): temporality and embodiment
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The relationships between embodiment and temporality span the
enactment of human existence to the micro-temporality of conscious
experience. The rhythmicity of physiological activities is the first indicator
of the fundamental internal time consciousness (heartbeat, respiratory
rhythm, daily periods, etc.). Additionally, the bodily desires, drives, and
needsd which are sometimes referred to as conationsd decisively
shape the temporality of primary experience in the future. Contrarily, the
body creates an extract of sensorimotor and affective experiences that
are stored in implicit or body memory, so influencing a person's abilities
and tendencies. Last but not least, the fundamental processes of birth,

growth, ageing, and death define existential temporality.

Intersubjectivity, body, and time are all intimately related. First,
interbodily resonance establishes the child's early development as the
dominant experience of the shared present. As a result, a fundamental
contemporality that serves as the foundation of social life eventually
persists in social synchronizations and temporal patterns. This temporal
alignment is, however, also susceptible to desynchronizations, such as
those brought on by task backlogs, guilt, regret, or bereavement, which
call for psychological resynchronization procedures. These connections
are all prone to a variety of disruptions, including those observed in
psychopathology, which play a vital role in determining the onset and
progression of mental diseases. See (Fuchs 2020) (Fuchs 2020)

Section 2(f): temporality, mood and attunement
Moods are an additional layer of emotional life that colour all present

experiences and give them a certain hue. Elation, euphoria, tranquilly,

boredom, sadness, dysphoria, impatience, anxiety, or melancholy are
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common examples. Moods can be roughly described as general,
essentially evaluating (i.e., pleasant or unpleasant), but non-intentional
emotional states that make a person more likely to perceive themselves
and their environment in a particular manner and act accordingly.
Consequently, emotions are essential ways of being in the world that
show "how things stand" in our lives and how we are inclined to respond
to the current circumstances. In what follows, | will expound on this
description by describing distinguishing characteristics between mood

and emotions

Unlike our emotions which can be fleeting moods are more prolonged
affective states that frequently continue for hours, days, or weeks in
contrast to our emotional experiences, which are normally more
transient. They follow a gradually rising and declining course without
having a clear beginning or finish. In contrast, emotions tend to be
episodic, dynamic, and short-lived; they often peak quickly, increase in
intensity, and then subside after a few seconds, minutes, or hours. As a
result, while moods frequently remain in the background of the
experiencing field and need not even be conscious, emotions become
dominant for a brief period of time (e.g., one may deny being in a
dysphoric mood while other persons are aware of it; a depressive patient
may have a distorted view of his situation without being able to attribute

this to his altered mood)
Section 3(a): mood disorders, disturbances and temporal change
Differentiating between bipolar, bipolar depression, unipolar depression,

mania, hypermania and schizophrenia is complex and uncertain and

elongated process. New research indicates that bipolar disorder requires
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a more comprehensive and broader approach to diagnosis (Fuchs 2019,
Stanghelinni et al 2016). There is growing evidence that bipolar disorder
IS a neuroprogressive disorder, meaning that extended disease duration
results in more prominent clinical and neuropathological alterations that
may cause treatment resistance and neuropsychological deficiencies.
Several research also back up the idea that there is a prodromal stage
before an illness manifests itself. Some writers have proposed using the
staging model in psychiatry in an effort to introduce a longitudinal
perspective of the illness in the diagnostic process, which would cover
the early phases of bipolar disorder and guide therapy and prognosis.
The staging model is based on the idea that ilinesses develop over time
in a predictable pattern, from prodromal or at-risk stages to chronic
ones. 2018 (Salagre et al). Identifying With the underlying temporal

features of mood disorders may help with the aim for more precision

There has been much discussion about how time is a crucial component
of bipolar and other mood disorders, within the context of
psychopathology Patients with manic or depression for eg, feel that time
IS moving too quickly or slowly. (Moskalewicz 2020, Teixeira et al, 2013,
Northoff et al. 2018, Fuchs, 2013, Fuchs 2019, Stanghellini 2016).
Bipolar disorder is defined by the occurrence of opposing symptoms in
the affective, cognitive, psychomotor, and social domains. Following in
the footsteps of Bergson, Heidegger, Husserl, and Merleau Ponty, early
psychiatrists like Minkoswksi, Jaspers, Binswanger and Tellenbach,
many contemporary writers like Stanghellini, Gallagher, Zahavi, Parnas,
Sass and Fuchs, relate to the idea in their various studies of
schizophrenia and mood disorder, that the perception of time plays a
crucial component in eliciting mental health symptoms and still remains

a major topic of psychopathological research, especially for
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psychopathology. (Fuchs & Pallagrosi 2018) refer to the need to
combine a categorical and dimensional approach, such as might be the
case with a neurological and phenomenological study. Unlike other
dimensional approaches , phenomenology, following the traditions of
Husserl scientific approach, adopts a third, even a second person view
of first person subjective time. (Zahavi 2007). This approach might help
promote a better understanding of the relationship between
neuropsychological dysfunction and altered temporal experiences.
(Fuchs 2010)

Living and experiencing time becomes explicit or even object-like and
transforms into a never-ending source of guilt during melancholy
despair. Time has been so reified that it is now both an unchangeable
facticity of the past and an unavoidable, predetermined future. This
experience's psychotic climax, which included thoughts of irreparable
guilt or impending death, also points to a fundamental disturbance of
constitutive temporality. The stream of consciousness does not become
fragmented, as it does in schizophrenia, but is instead slowed down or
inhibited. Since depression affects the conative-affective dynamics of the
stream of consciousness rather than its coherence, it differs significantly
from the incoherence and blocking of thought that characterise
schizophrenia to the point of thought withdrawal. In addition, we suggest
that depression causes a desynchronization of the intersubjective
dimension of temporality, both at the fundamental level of the minimal
self and at the level of the narrative self. (Martin et al 2014). Being
conscious, we are always conscious of ourselves as an immediate

subject of ongoing experience.
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Alterations to the core self is central to research into schizophrenia. Key
schizophrenia symptoms can be thought of from a phenomenological
perspective as disturbances of the transcendental constitution of the
"Inner time- awareness" or of lived time. Stanghellini et al. (2016)
discovered the fragmentation of the typically continuous implicit flow of
time in their study on altered time-experience in schizophrenia.
Disorders of cognition and attention, the breakdown of purposeful
activities, the dissolution of fundamental self-coherence, and, in acute
psychosis, the externalisation of the fragments in the form of first-rank
symptoms are some manifestations of this disruption. This analysis
paints a very different image when compared to how time is altered in
affective disorders: The synthesis and continuity of inner time-
consciousness always persists, in both depression and mania. The
conative dynamics that Fuchs, and consequently the affective tension
that propels the intentional arc onward, are either absent or
exacerbated. Therefore, affective illnesses exhibit a retardation or
acceleration of lived time, which is subjectively perceived as time
"slowing down" or "speeding up," as opposed to the fragmentation of

lived time in schizophrenia (Fuchs 2013).

Stanghellini et al& comparative research have also supported this
distinction (2016, 2017). As a result, the blocking and incoherence of
thought that characterise schizophrenia vary fundamentally from the
inhibition and slowing of thought that are present in severe depression.
This serves as another example of how lived time's conative dynamics
and transcendental synthesis differ: The first refers to the sequencing
and structuring of time in which awareness flows, whose abnormalities
show up as cognitive symptoms. The second refers to the emotional or

vital dynamics of the flow, which might change depending on its



150

motivation and goal-directedness. In experimental studies of time
ratings, it was frequently shown that depressed persons see time as
slowing down while manic patients experienced time as speeding up
(Bech 1975; Kitamura and Kumar 1982; Mlnzel et al. 1988; Mundt et al.
1998; Bschor et al. 2004)

The disturbance of time is twofold. On the one hand, there is a loss of
drive, desire, libido, interest, and attention, which translates into a
decrease in the conative and emotional dynamics, which results in
psychomotor inhibition and a slowing down of lived time. According to
Fuchs (2005) and Ratcliffe (2013), this is also manifested in the lived
body's increasing rigidity and reification, as well as in feelings of physical
heaviness, exhaustion, oppression, and general anxiety. On the other
hand, this embodied experience is also linked to a loss of intersubjective
synchronicity because depressive patients lack the bodily resonance of
emotions required for intercorporeality. On a subconscious level,
intercorporeality, a constant attunement and emotional exchange that
results in an inter-body resonance defines our social connections with
others. This is a case of cherished synchronicity. On a direct and internal
level, where our exchanges entail a more formal and planned
arrangement of timing. This situation is dynamic and goes through
different phases, such as "too early" or "too late," for example, when
external time scheduling is involved. This "shared now" that we
experience with others is described by Fuchs, (2019) as a synchronicity,
desynchronisity, or an acceleration or deacceleration of time, all of which
are relative to an intersubjective and to some extent objective global
environment. The subjective experience of time's irreversibility in light of
the differences or departures from those with whom our lived time is

tuned might lead to serious depression or psychosis. (Swartz &



151

Moskalewicz 2020). Depressed persons feel the painful incapacity to
empathize with other people, to inter relate or affected by them.
Therefore, the loss of basal contemporality or a social desynchronization
occurs along with the failure of conative and emotional dynamics. (Fuchs
2001, Fuchs 2019).

Tellenbach defined melancholy as the incapacity of the patient to live in
the present and let go of the past (which also entails an unwillingness to
grieve). The gloomy personality type's hyper-conformism may also be
seen as an effort to avoid or undo previous ruptures or
desynchronizations that the subject found to be highly painful in their
early lives. The patient might have gone through some unpleasant loss
of resonance in his early affective interactions with others, it was
hypothesised. This would imply that subsequent desynchronizing
experiences (such as failing to meet expectations, suffering
heartbreaking losses, or experiencing separation) powerfully resonate
with that experience and manifest as extremely upsetting disruptions in
the flow of time. In this case, it will be impossible for the narrative self to
actively synthesise biographical time and to continually integrate the
past and the future. In order to avoid becoming a victim of time and
being controlled by it, this active synthesis process does in fact involve

the ability to close the past.

At this moment, a depressive disease could develop, signifying a shift
from an existential or intersubjective desynchronization to a biological
one (overall organismic stress reaction connected with various
disturbances of biorhythms, sleep, appetite, hormones, etc.). The social
desynchronization is further exacerbated by depressive

psychopathology due to the resulting loss of motivation and conation.
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While the conative momentum of time is impacted, the constitutive
(protentional, presentational, and retentional) synthesis of inner time
consciousness is unaffected. The affective tension and energy that
propel the deliberate arc ahead are absent. This component is
essentially intersubjective because conation entails the affective

relationship with others.

In terms of explicit time, sadness constantly carries an indictment from
the past. Future is perceived as a sequence of events leading to a tragic,
irrevocable conclusion that has already been foreseen in the past. The
change from gloomy hallucination to complete desynchronization from
intersubjective time is discernible. Its nihilistic delusion climax, the notion
that one has already passed away or that the world no longer exists, is
comparable to the depersonalization experienced by schizophrenia, but
it is ultimately caused by the loss of conative-affective dynamics rather

than a breakdown of the transcendental synthesis of temporality

In order to evaluate and examine time disruptions, a range of non-
phenomenological experimental procedures have been used, with
variable results. For instance, studies on how people perceive time have
produced varying conclusions about how such conclusions might relate
to mood swings in MDD (Thones & Oberfeld, 2015). The observation of
a subjective decline in the experienced velocity of the flow of time in
depressive illnesses is one of the more compelling findings from this line
of research. This decline may be the most noticeable and frequently
documented disruption of time experience in MDD in the literature. It
was either derived from the qualitative descriptions of the patients
(Lewis, 1932; Hartocollis, 1975; Wyrick and Wyrick, 1977; Kuhs, 1991;
Mundt et al., 1998; Bschor et al., 2004; Stanghellini et al., 2016, 2017),
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or it was obtained by using additional questionnaires or subjective
guantitative measures (Lehmann, 1967; Bech, 1975; Kitamura and
Kumar, 1982; Richter and Benzenhoefer, 1985; Blewet, 1992)

Disturbances of temporality in mania, are readily observable in the
disorder, but are often underemphasised or omitted from present day
research.They do not meet the requirements for a manic episode under
DSM-5, ICD-11. Only the duration and frequency of manic episodes are
referred to. Simply put, lived temporal experience is largely ignored.
However, the perception of time is essential to comprehending the
disorder. Mania is a "manifestation of a mental subduction in time," as
Eugene Minkowski observed (Minkowski 1970: 296). Mania is commonly
thought to have an accelerated pace, and with good reason. Studies on
how people perceive time have revealed that when it comes to short
durations (in the seconds range), manic people tend to overestimate
temporal length activities and underestimate clock time (Tysk 1984; Tysk
1985). These results suggest that the subjective perception of time
passing more quickly for people than for controls. The internal clock
hypothesis states that this indicates that they have "extra" time available
to them since their internal clock runs more quickly. When a memory
component participates in the temporal judgement, these findings are
valid only in the seconds range and not in the minutes and hours range.
Manic people frequently see longer intervals as shorter intervals
(underestimating rather than overestimating time) since the attention
shifts from perception to the duration of longer intervals (Mezey and
Knight 1965; Lehmann 1967). In other words, their time becomes shorter
in the past. One theory is that a manic episode's positive emotional
attitude causes an underestimation of lengthier duration (in the hours

range) and the perception that time is moving more swiftly outside of the
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patient's body (Mezey & Knight 1965). But contrary to what
phenomenology says, this hypothesis holds that affectivity is more
fundamental than chronological experience. There is experimental
research that indicates that quick thinking itself increases not only good
affect but also sensations of strength, inventiveness, and grandiosity
(Pronin and Wegner 2006; Pronin et al. 2008). Additionally, the effect is
enhanced by thinking diversity, which is analogous to the manic flight of
ideas. According to a study, independent of the content of the thoughts,
thinking sequences that are very variable rather than revolving around a
single theme elicit higher pleasant impact (Pronin and Jacobs 2008).
According to Neilzén and Cesarec (1982), listening to music at a faster
tempo makes manic people feel happier rather than more tense. Such
music seems more alluring. The preferred (median) pace of music for
manic individuals is as fast as 152 mm, therefore it stands to reason that
they could find the average speech rate dull (Stein 1977; Stein 1988).

By definition, studies on time perception only tend to examine the
reflective experience of time and thus do not have a more fundamental
(pre-reflective) understanding of temporality as a defining feature of
human experience. (Fuchs 2019). Furthermore, in cognitive studies, the
perception of time moving quickly or slowly does not correspond to a
cognitive or subjective underestimating or overestimation of time. Thus,
it is important to keep in mind that acceleration is not just related to
objectified or clock time. It has to do with a loss of simultaneity with
social, intersubjective temporality as well as natural rhythms (Fuchs
2013). A continuum exists, starting with the (natural) sense of being late
and the ensuing need to wait, moving through boredom and impatience,

and ending with agitation and mania. The scale of asynchronicity
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corresponds to a spectrum of emotional experiences, yet being "faster"”

than the outside world is not in and of itself unhealthy.

We don't get to the heart of manic temporality through either the
affective or quantitative perceptions of time. According to Minkowski's
theory, understanding its essence requires a more structurally focused
phenomenological examination. Minkowski noted that manic patients do
not progress chronologically. Syntony, or emotive interaction with the
environment, is distorted in them. Minkowski explained syntony in terms
of experienced synchronism between personal and ambient becoming
by utilising the Bergsonian concept of time. He made the crucial
observation that manic temporality goes beyond simple acceleration.
The activities of manic individuals are not only more rapid and fast-
paced, but also degraded (Minkowski 1970). Mania occurs when
acceleration exceeds an affective or emotional threshold at which the
existing temporal framework of perception breaks up. Quantity changes
into quality as time accelerates to the point where the connection

between its three dimensions of past, present and future is lost.

Unlike those who have schizophrenia, those who are manic maintain
contact with reality even though they are unable to penetrate it,
according to Minkowski. (Parnas). However, the connection is fleeting
and superficial; it is only a game played between moments in time rather
than a lasting relationship. Although their lived present lacks boundaries
with the past and future, manic people tend to speak in and remain in
the present. One empirical investigation that supports such a shift in
manic participants' concentration from the past to the present and away
from the future is (Gruber et al. 2012). They are essentially "trapped" in

the current emotional state when compared to normal control cases.
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Mania thus involves a sense of independence towards the future, which
is distinct from melancholia and notably different from schizophrenia
(Sass and Pienkos 2013). In addition to being more impulsive, those
who are manic also tend to have lofty aspirations and extravagant ideas
of what is attainable (Gruber et al. 2012). They unavoidably advance
ahead of others as conation increases, but there is also a qualitative
change at play (Fuchs 2013). In terms of time, the manic psychotic stage
involves not just the subjective experience of thinking and affective
acceleration, but also the realisation of a distant future in the present. In
fact, typical manic delusions frequently involve seeing an unreal,
projected future self in the present. "l want to be a model, an astronaut,

a surgeon, a chef, and an architect" (Behrman 2003).

A manic person rebels against his own existence and reality. His
adversary is the present. Manic exhilaration resembles the exhilarating
surge of an addict and hides the inability to accept the limitations of the
present (Moskalewicz 2016, 2020). A manic individual rebels against the
present and longs for change. The insurrection is sparked by the frailty
of human existence itself. Even if it is common to depart from any given
fact, there are widely acknowledged boundaries to what can be altered.
In contrast, the manic activity gets unusually powerful. According to a
study, the sheer perception of authority makes one feel as though they

have more time on their hands (Moon & Chen 2014).

The manic superman syndrome (Salvatore et al. 2012) causes people to
feel as though their future selves are already here, disregarding the
conventional temporal structure of experience completely. A person
encounters the phenomena known as the "decontextualization of

possibilities" or a "endless possibility," which is characterised by
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unrestricted, unstructured, but excessively alluring possibilities (Bowden
2013: p. 115). The latter idea suggests that it is more complicated than
just the availability of options. No possibility, no expectation, and no
future beyond the present can actually occur, according to the idea of
endless potential. It's a "radical rewriting" of the manic self, according to
Bowden (Bowden 2013). It is radical because it has no clear future
horizon. Even though facticity is rebelling, only the here and now is
significant. The manic self lives in the here and now and lacks a
reflective perspective on time. The effects of acts are either hardly or
never taken into account. Such a radical view involves immobilising the
manic self in the process of being, which is also a feature of psychotic
temporal perception in general (Moskalewicz 2018). Mania thus
interferes with the typical temporal organisation of lived experience,
where the dimensions of the past space of experience and the future

horizon of expectancy meet in the extended present.

Futures can only be perceived as horizons of the present, and nothing
else. Mania makes it seem as though the future has already occurred. If
one has already profoundly advanced existentially in his illusory
universe, there is no other option but to live in the present. The only
future that matters is your own, not the world's. This separation between
the self and the outside world where only the self advances breaks up
the ordinarily continuous temporal structure of experience. Since the
latter requires a definite future horizon to be a present, the future that is
now is neither a present nor a future (which is just a horizon of the
present). As a result, a manic person's current lived experience is not
temporal. In the same way that grief hides beneath manic joy
(Binswanger 1964), the present-day future paradoxically shows its

atemporality. Manic people contest the inevitable temporality of human
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existence, which is precisely why mania is a disease as the temporal
underpinnings of existence cannot be ignored without unfavourable
effects. Thus, experiencing timelessness also means experiencing the
discontinuous present. The need to rebel against the present moment is

an experience that has to be endlessly realised

Section 3(b): psychopathological mood and temporal challenges

One of the fundamental issues in psychopathology is how affective and
psychotic forms of mental iliness differ from one another. (Sass &
Pienkos 2013). It was described by Binswanger as the primary issue
plaguing psychiatry (Tatossian 1997). Karl Jaspers (19461 1963) draws
our attention to the importance of being able to distinguish between that
which is affective or emotional and meaningful, permitting empathy, and

that which is unintelligible and irrational.

The subjective experiences of both types of disease are one area of
investigation. Credible research into the subjective lives of affective
diseases has been hard to come across, as Sass & Pienkos (2013)
note. 2001, 2005, 2013, and 2016 (Fuchs, Stanghellini). Studies that
have attempted to bridge the gaps have primarily concentrated on
observing actual indicators and symptoms. This can be measured in a
way that is more in line with quantitative analysis. Thus, the most
important variations and characteristics are readily missed. The
distinctions between the two are, at best, tenuous. The predominant
viewpoint continues to be Kraeplin's 1913 distinction between
schizophrenia and affective diseases as a continuum or dichotomy. Like
the majority of his colleagues in academic psychiatry, Kraepelin believed

that the "actual world" existed completely independently of anyone who
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saw, discussed, or studied it. Other people and their normal or abnormal
mental processes were part of this realm. As a result, Kraepelin implicitly
agreed with a "realistic" framework in the philosophical sense. He
frequently emphasised the need for the psychiatric researcher to report
honestly both what "nature shows" to them and what "truly" exists. Any

realistic philosophy must start with this as its guiding principle.

It is clear what this means for mental nosology: Kraepelin strongly
supported the idea that various mental illnesses are categorically unique
things, or, as he preferred to say, "natural disease entities." He was
adamant that these existed apart from the researcher or clinician. They
both discuss "given things" and describe what they find. Their own
efforts to gather information and develop scientific ideas or diagnostic
standards are undervalued or could even go unreported. Kraepelin's
emphasis on the descriptive approach in psychopathology in general
and in psychiatric diagnosis in particular, which meant a generally
dubious perspective towards heuristically oriented approaches, was one
result of this fundamental attitude. Later, when discussing modern
operationalized mental diagnoses and the actual subject of "reification”
of psychiatric diagnoses, these difficulties will be brought up once more.
Hoff 2015.

Debatable issues include whether there is a continuum or whether
psychosis is a valid category that can be detected phenomenologically,
as well as whether the distinction between schizophrenia illnesses and
affective ones is qualitative and subjective, or categorical and separate.
Nevertheless, it is widely documented that depression occurs in
schizophrenia frequently and in a variety of forms, and that the

condition's severity can vary or be the same as that of someone who has
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lyre sadness. In some cases of depersonalization, paranoia, mania,
melancholy, psychosis (Radden 2009; Sierra 2009), as well as anxiety,
are also present. 2013 (Sass & Pienkos). Melancholic depression, which
often borders on psychosis, is a severe kind of depression that is
fundamentally different from major depression and has its own unique
mood. There is still disagreement over whether melancholy symptoms
should be considered a more severe subtype of major depressive
disorder (MDD) or a different diagnostic entity, according to (Dold et al.
2021)

Section 3(c): temporality and borderline personality disorder.

It has long been believed that borderline and narcissistic personality
disorder and bipolar affective disorder share a great deal in common.
(Bassett 2012). Clinical similarities between Borderline Personality
Disorder (BPD) and Bipolar Affective Disorder (BD) have similar
characteristics make it challenging to distinguish between the two
disorders. The history of early life stress (ELS), together with its
relationship with temporal. The history of early life stress (ELS), together
with its relationship with temporal structures can help differentiate
between the two conditions. (Mazer et al 2019). The concept of
Borderline Personality Disorder (BPD), as defined in the DSM-III in
1980, emerged from Gunderson & Singer s ieview (See Gunderson et al
1975), that identified alleged descriptors in the areas of dysphoric affect,
impulsive action, interpersonal relationships, quasi-psychotic cognitions

and poor social adjustment (se also Fuchs 2007)

Fuchs reminds us that it& only the biographical level of temporalization

which is impacted by reactive, neurotic, or personality disorders; our
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sense of implicit or dived @ime as a fundamental dimension of our daily
life, is preserved. However, in extreme circumstances, this may very well
result in a narrative identity fragmentation, which can further affect the
underlying temporal structure we have of ourselves. The idea of the self
has many facets and layers, and some of its most significant
characteristics fall within the narrative domain, which is founded on a
temporally enduring self-identity and which includes us keeping a
memory bank. The narrative identity suggests a process of integration,
or at the very least a quest for coherence of the personal history,
present, and future, is what French philosopher Paul Ricoeur uses to
define the basic essence of the human being. This process or
experience is essentially social; it begins with our earliest childhood
relationships and lasts the remainder of our life. Personal identity also
has a strong connection to complex interactions with other people who
operate as our implicit auditors, witnesses, and in a way, "co-authors" of

our life stories.

The difficulty in establishing the differential diagnosis between both
diseases is mostly brought on by the clinical traits they share,
particularly emotional instability and impulsivity, which make it difficult to
differentiate between BPD and BD in the clinical context. Additionally,
comorbidity is frequent: compared to 10% of bipolar | patients, 20% of
bipolar Il patients have comorbid BPD. Additionally, the idea of the
bipolar spectrum has been put out in this context to broaden the BD
diagnosis to include a greater variety of disorders, particularly BPD.
(Paris 2009).

The association between both illnesses has been examined under a

number of areas, including investigation of co-occurrence, familial
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prevalence, response to medication, phenomenology, longitudinal
course, and aetiology, in order to aid in the differential diagnosis
between BPD and BD. The findings of these investigations sometimes
yield contentious and ambiguous information, although new research
suggests that biological and psychosocial factors may play a larger role
in BPD than in BD [14].

According to (Krahn 2011) and Leichsenring et al, 2011), BD and BPD
are two mental diseases with high death rates, substantial functional
impairment, and a high comorbidity of roughly 10% in clinical settings

(Zimmerman and Morgan, 2013).

Between BD and BPD, there are significant similarities in the symptoms
and brain imaging results. Indeed, emotion dysregulation syndromes
have been used to describe both conditions. As an illustration, well-
known theories on the aetiology of BPD (Koenigsberg et al., 2002;
Linehan, 1993) contend that it is best characterised as an emotion
dysregulation disorder brought on by increased emotional reactivity and
an inability to regulate emotional responses, including coping with low-
stress social situations. In terms of BD, euthymic BD patients have been
found to be more sensitive to emotional stimuli, while manic BD patients
have been found to be more sensitive to emotional stimuli than healthy
controls (Henry et al., 2012). Additionally, impulsivity, affective instability,
or emotion dysregulation, sexual disinhibition, excessive spending,
alcohol and drug abuse, and, occasionally, intentional self-harm and
suicidality are early indicators of both BD and BPD (Chanen et al.,
2016). (Bayes et al., 2019). Due to the shifting mood symptoms seen in

BPD patients, BPD has been considered as a "ultra-rapid cycling” sub-
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type of BD. It is unclear whether BD and BPD are independent or

interdependent disorders (MacKinnon et al., 2006).

However, there are significant distinctions between BD and BPD in
terms of treatment outcomes, inheritability, age of onset and duration of
the illness, and interpersonal challenges that are present in BPD but not
in BD (Sanches et al., 2019). It's interesting to note that anxiousness is
one of both diseases' most common symptoms (Benazzi, 2006; Henry et
al., 2001; Kinrys et al., 2019). According to certain BPD estimates, the
prevalence of any sort of anxiety disorder might reach 89%, with the
possibility that this number will go down with time (Zanarini et al., 2004).
In addition, compared to patients with other personality disorders, BPD
patients have a higher prevalence of anxiety disorders (Silverman et al.,
2012). Anxiety disorders may also appear before bipolar disorder (BD)
manifests (Caricasole et al., 2019), and it has been proposed that they
may represent an unusual manifestation or prodromal stage of BD (Du
et al., 2017).

Section 3(d): temporality and anxiety disorders

Research has repeatedly shown that anxiety and depression frequently
co-occur (Maser & Cloninger, 1990). Compared to other diagnostic
categories, such as impulse-control or substance use disorders, major
depressive disorder (MDD) co-occurs significantly with each particular
anxiety condition (Kessler et al., 2003; Kessler, Chiu, Demler, & Walters,
2005; Kessler, Merikangas, & Wang, 2007). Additionally, co-occurring
anxiety and depression has detrimental effects beyond those of either
condition alone, including a worse prognosis, difficulties in school, a

higher risk of suicide, a reduced quality of life, and poorer treatment
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outcomes (Kessler, Stang, Wittchen, Stein, & Walters, 1999; Ledley et
al., 2005; Lewinsohn, Rohde, & Seeley, 1995; Rush et al., 2005; Young,
Mufson, & Davies, 2006). It is obvious that a thorough understanding of
comorbidity's causes has significant theoretical and practical
ramifications, but many aspects of comorbidity are still poorly

understood.

The two main types of comorbidity models in use today, described as
the "lumper" perspective, which holds that anxiety and depression and
their individual components cannot be meaningfully distinguished, and
the "splitter" perspective, which holds that anxiety and depression are
fundamentally different phenomena that can be distinguished by
different risk factors, courses, and phenomenological experiences (see
Wittchen, Kessler, Pfister, & Lieb, 2000). Some models, like the
frequently referenced tripartite theory (Clark & Watson, 1991; Watson,
Clark, et al., 1995; Watson, Weber, et al., 1995), split and lump by
identifying overlapping factors (negative affectivity) as well as particular
components distinct to anxiety (physiological hyperarousal) and
depression (anhedonia), but ultimately take the lumper approach by

attributing comorbidity to shared substrates.

Although the temporal order of anxiety and depression may have
significant conceptual ramifications, there are significant gaps in the
literature that need to be filled before we can turn this observation into
testable comorbidity models. First, the majority of research have utilised
follow-up intervals of months or years when evaluating temporal
relationships (Burke et al., 2005; Cole et al., 1998; Orvaschel et al.,
1995; Wittchen et al., 2000). Contrarily, the majority of the suggested

mediators of the relationship between anxiety and later depression (such
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as anxious rumination and hopelessness, interpersonal dysfunction, and
behavioural avoidance; Grant et al., 2007; Moitra et al., 2008, Starr &
Davila, in press) would be more likely to occur over much shorter time
periods, such as days and weeks. Understanding the microprocesses of
the phenomenological experience can help us comprehend the
emergence of symptoms, which may subsequently result in macro-level
alterations. Therefore, it is necessary to clarify daily patterns of co-

occurrence.

Similar to most comorbidity research, earlier studies on temporal
relationships concentrated on diagnosable anxiety disorders and serious
depression. Although this is instructive, it may also be crucial to look at
how the symptoms of anxiety and depression co-occur during episodes
of diagnosable disorders (i.e., anxious and depressed mood symptoms).
Mineka, Watson, and Clark (1998) pointed out that the first step in
studying disorder comorbidity is to look at how the symptoms that
characterise the illnesses co-occur. In other words, symptom co-
occurrence may have effects on disorder comorbidity even though it is
not the same as the term. Symptoms below the threshold frequently
progress to problems (Judd et al., 1998). Furthermore, symptoms make
up illnesses since symptoms are what they are. Thus, the mechanisms
underlying symptom co-occurrence and disorder comorbidity may be
comparable. In addition, the co-occurrence of depressed and anxious
symptoms is almost two times as common as the co-occurrence of
diagnosable depression and anxiety disorders (Hiller, Zaudig, & von
Bose, 1989), which may indicate that the mechanisms behind co-
occurrence operate at the symptom level. If that is the case, a deeper

comprehension of the time link between symptoms (especially cardinal



166

symptoms like a depressed or anxious mood) may be essential to

comprehending comorbidity.

Furthermore, comparing temporal connections between daily symptoms
to conventional designs has a number of methodological advantages.
The confounding influence of mistakes in the underlying nosological
system is removed by investigating symptom co-occurrence within
diseases rather than diagnostic comorbidity (Brown & Barlow, 1992;
Mennin, Heimberg, Fresco, & Ritter, 2008). For instance, there are
various diagnostic criteria that are comparable between MDD and
generalised anxiety disorder (GAD), such as difficulties concentrating,
restlessness, psychomotor agitation, exhaustion, and sleep impairment.
This overlap obviously has the potential to increase the likelihood of
comorbidity. Instead of focusing on illnesses, one way to address this
issue is to look at correlations between symptoms. Temporal
correlations between anxiety and mood. Starr & Davilla, (2012) report
that anxiety disorders tend to precede depressive disorders, which
although a general estimate is certainly relevant to comorbidity
diagnosis. Whereas Kouros et al, (2013) report a similar finding, adding
that anxiety and depression tended to endure and extend over time, due

to a number of genetic, social and environmental factors.

The fact that different diseases have varying ages of onset may also
have complicated many earlier investigations on the temporal
sequencing of anxiety disorders and serious depression. For instance,
anxiety disorders frequently start in childhood, whereas depression
usually starts in adolescence or later (Kessler, Berglund, Demler, Jin, &
Walters, 2005). (Lewinsohn, Hops, Roberts, & Seeley, 1993). The

apparent temporal precedence of sadness over anxiety may simply be a
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result of divergent developmental trajectories. This possible confound is
removed when examining daily mood fluctuations, which may be a more
effective way to test the hypothesis that certain characteristics of anxiety
are risk factors for depressive symptoms. Additionally, examining
symptoms on a daily basis may reveal patterns that are not visible
during lengthy follow-up periods. For instance, a current study found that
sadness and GAD frequently co-occur (Moffitt et al., 2007). Even in this
instance, anxiety and depressed mood may occur concurrently;
however, by focusing primarily on diseases with lengthy follow-up

periods, this conclusion would be hidden.

Understanding daily symptom co-occurrence may be helpful in and of
itself, in addition to the methodological advantages and consequences
for comorbidity models, since it would improve our comprehension of the
phenomenological experience of the naturalistic course of symptoms
during episodes. Investigating how symptoms of diseases manifest on a
daily basis may offer a more nuanced understanding of the experience
of comorbidity because anxious and depressive moods differ
significantly from day to day (de Vries, Dijkman-Caes, & Delespaul,
1990). Comorbidity, for instance, usually implies that two disorders are
experienced simultaneously, but in people with comorbid disorders, it is
unclear whether symptoms within each disorder emerge and disappear
in roughly synchronicity (i.e., people experiencing depression on the
same days they experience anxiety), whether symptoms of one disorder
cause symptoms of the other, or whether symptoms of each disorder
operate largely independently. In addition, different types of symptoms
that make up syndromes may manifest in various temporal patterns. For
instance, changes in one symptom of depression (such as sad mood)

may be predicted by anxiety, but not changes in another (e.g.,
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anhedonic mood). In the end, a deeper comprehension of the descriptive
character of symptom co-occurrence may lead to theories on how
symptoms and illnesses are kept in check (Davila & Starr 2012), and

temporality is the most fundamental dimension of all.

Summary

In presenting this research study, the aim has been to be as specific as
possible in addressing the problem of diagnosis in mood disorders,
given the cross overs and similarities of symptoms. This problem has
been situated against the general backdrop of classification and
categorisation constraint, which has deep historical and cultural roots, of
symptom parameterisation, operational control and therapeutic
limitation. The need for alternative measures to help improve the
diagnosis of mental health disorder has been examined from a
dimensional perspective, which has regarded the nature of mood as
subjective and ontologically as a fundamental aspect of our existence
and not just as a mental or cognitive process that has someone become
deficient and, or abnormal. We are according to Heidegger as well as
being rational, social and practical creatures, we are affective and
emotional too. Our moods are our guides to our future actions.
Differentiating between mood and emotion can help differentiate
diagnosis, by characterising the temporal nature involved. The challenge
to healthcare authorities and practitioners alike is how to manage their
employers and patients expectations, given the increasing number of
mental health cases that are arising post Covid 19. Mood disorders are
also growing and comorbidity remains a real problem for diagnosis and
the treatment pathway that entails. Temporality is part of our everyday

existence and as husserl proposed, our consciousness, or related with
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the world we live in, is the most basic human feature we possess, that is
to say, we experience everything, phenomenologically, intentionally and

temporally.
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Chapter 3: Methodology

Section 1: Varieties of phenomenology

Historically, psychology has worked diligently to constitute itself as one
of the natural sciences, with studies concerned with the physical world,
specifically through the adoption of certain objective and empirical
values and procedures. (Thilly 1906, Hatfield 1994). In doing so, much of
psychological inquiry has involved the use of controlled environments or
controlled aspects of environments and some form of quantified
abstraction and measurement procedures (Giorgi, 1985). Beginning with
the application of experimental procedures psychological inquiries
became about studying behavior in the form of preplanned events
confined within contrived environments (laboratories) requiring the (1)
isolation of phenomena, (2) the systematic manipulation of variables,
and (3) repeatability of the process (Romanyshyn & Whalen, 1989). The
isolation of psychological phenomena from their natural contexts into the
fsterile | a b o r adntexts pf@xperimental methods presupposes that
the phenomena exists independent of the context in which it is found in

everyday life.

If a psychological and empirical approach to any conscious phenomenon
IS in fact possible then it must assume the existence of consciousness
along with a sense of a lived and worldly experience, all of which makes
a phenomenological experience of mood possible in the first place. This
Is true even if a clinical and temporal examination of mood disorder is
possible. If so, then this must logically follow from an inherent pre
reflective structure that precedes and supports it, as well as a natural

attunement, to use Heidegger's phrase, with an inhabited reality. This is
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what Husserl claims must happen. In this context, "'mood" is properly
described as "attunement." Dasein is said to be constantly in a mood or
attunement by Heidegger. Dasein may be in a good or terrible mood,
and it may be about anything or nothing at all. Heidegger contends in
Being and Time that because of our emotions, the universe "never
remains the same from day to day." The attunement of the researcher
opens up the universe it explores, so even the purest theory has not
completely left all feeling of mood behind it since this is not conceivable.
As a result, even scientific inquiry cannot know reality in an absolute
way. The world is only accessible to us because of our attunement; they

widen the door for us. Kuperas 2007, Von Herman 2013)

In contrast to Husserl's reflective phenomenology, which Heidegger
believed was entangled in the prejudices of traditional modern
philosophy and was therefore focused primarily on perception as
opposed to the fullness of engaged practical life, Heidegger®
hermeneutic phenomenology takes as its starting point the concrete
involvement of what he called Dasein in the world as a significant whole.
In response, Husserl claims that in order to comprehend Husserl's study
of time, it is essential for knowledge to distinguish between reflective and
pre-reflective self-consciousness. See (Zahavi 2010). (Zahavi 2010).
Hermeneutical phenomenology is defined as a mode of understanding
looking that is fundamentally distinct from Husserl's theoretical knowing,
what is reified or objectified, including consciousness itself as an object
of reflection. This is in contrast to Husserl's descriptive approach to
phenomenology. Heidegger's phenomenology is hermeneutic because it
interprets the pre-theoretical essence that belongs to lived experience by
accompanying the sensation of enactment of living experience with

understanding seeing. It is attentive to the issues that are important to us
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as they come to light against the backdrop of lived experience, which is
the most fundamental or initial event from which hermeneutic

phenomenology develops.

If one adopts an ontological perspective on mood first and foremost,
then our moods are seen to be the fundamental essence of what allows
us to experience things subjectively in the first place rather than being
possessed psychologically per se, derivatively from our experiences.
(Clark et al, 2018). Adopting Heidegger's definition of mood, our moods
are believed to go beyond our routine, or what he called, "inauthentic,"
existence in that they are ultimately accountable for our sensitivity to the
outside world. As a result, it is believed that in order to comprehend our
daily interactions with the world, to which we are exposed and out of
which our experiences arise, an understanding of our moods is required,
if not absolutely essential. Our emotions are intertwined within a wider
emotional spectrum rather than acting independently of our actions. For
instance, it is difficult to distinguish between the mood of anxiety and
other emotions like guilt or fear, both of which are frequently mentioned
as prevalent symptoms of mood disorders (Whalen 2016). (Fuchs 2002).
Despite this, it is important to remember when studying mood disorders
that capturing the core of one's lived experience entails more than just
comprehending and depending on the ontological foundation of our
observations. Empirical observation can and does play a significant role
in connecting and comprehending the metaphysical structure of our
whole and experienced experience, according to an epistemological

perspective.
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Section 2: a glimpse into realism, idealism and empiricism

The transcendental idealism that Kant and Husserl both profess to
support seems to inevitably incorporate some sufficient type of
realism,(van Marjik 2020). Transcendental knowledge, or metaphysical
knowledge, is what Kant refers to as non-empirical knowledge. Kant's
contribution was to demonstrate how there can be non-empirical (a
priori) knowledge not about transcendent objects but about the
prerequisites for the experience of natural, non-transcendent objects, in
contrast to his predecessors who had thought that such non-empirical
knowledge was possible for meta-physical, i.e. transcendent objects.
Thus, for Kant, the transcendental ultimately refers to a school of
thought that contends to demonstrate the objectivity of subjective modes

of intuition and thought for all appearances of objects.

Husserl's phenomenological philosophy, in contrast, begins with a
different set of issues. His goal is to prevent the unpredictability of
empirical knowledge about any and all objects that appear to us as
being distinct from or superior to consciousness. The phenomenological
reduction that just concentrates on consciousness as instantly self-given
to itselfd reflection upon "pure" consciousnessd makes transcendental
or trustworthy knowledge conceivable. Such consciousness is not
necessary and invariant in the same sense as Kant's pure forms of
subjectivity because the contents are not constant across individuals
and throughout time. An investigation into the structures of pure
subjectivity can also be called "transcendental” in the sense of
demonstrating the origin of our knowledge of objects that are
transcendent to consciousness because Husserl also contends that all

objects, as intentional objects, are constituted in and for consciousness.
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Husserl also focuses on the prerequisites for the formation of these
objects in his philosophical work because his philosophical interest is
specifically in the structures of that awareness. Therefore, despite the
fact that their definitions of the term "transcendental" are different, there
ends up being a lot of overlap between his own transcendental aim and
Kant's (Nenon 2008).

Section 3: phenomenology, a valid scientific methodology

The term "phenomenology," which derives from the Greek word
"phainein,"” emphasises the attempt to characterise a phenomenon in the
way that it reveals itself to the consciousness of the person experiencing
it, rather in the way that it is thematized (Merleau Ponty, 2014). Human
conscious experiences are worldly experiences, and these experiences
have meaning because of the environment we live in and the
interactions we have with it. The external and visible component of an
aetio-pathogenetic environment or process (the disease) that, by itself, is
not shown is what Hafner classified as a "symptom." On the other hand,
a "phenomenon” is what manifests as what it is and comprises both the
problem at the root of it as well as the symptom that denotes its

presence.

The term "phenomenology" is frequently misapplied outside of
continental philosophy when discussing many objects and areas of
study, particularly when discussing human behaviour and the symptoms
and signs that indicate an objective diagnosis (Fuchs). If one intends to
comprehend (Zahavi, 2017), what fundamentally distinguishes our
temporal experiences, any study of consciousness must, to some part,

concentrate on the invariant structures of a subject's lived, and
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frequently disturbed or abnormal experience? After all, phenomenology
Is the study of phenomena perception and its essences, including
temporal (Husserl) and existential (Merleau Ponty 2014). (Heidegger). In
this respect, phenomenology is more concerned with the how or mode of
consciousness than the what or the content of it. Things and various
forms of giveness can and often do appear differently to different people

according to the circumstances, environment, and temporal context.

When studying things phenomenologically, we learn how objects appear
to us and how those appearances connect, first and foremost, to the
nature of the experience, in contrast to science, which aspires for proof,
absoluteness, and a precise categorization of a certain object or
phenomenon. According to (Merleau Ponty, 2014), the real should be
described rather than imagined. The notion that science must transcend
beyond the phenomenal in order to find the unchanging truth is, at best,
naive. (Zahavi 2010.

Phenomenology strives to expose what is beyond the surface and goes
beyond the study of subjectivity and superficiality. Heidegger makes the
point that it is nonsense to believe there is something else underlying
what we experience expect that is, our consciousness, if not our sense
of being and existence. The experience is basically primordial in
Heidegger's eyes. In other words, what the phenomenon gives us is
precisely what makes the experience possible in the first place. A
phenomena is not a curtain hiding the reality and the truth. However,
there is a difference between a cursory examination and a more
thorough, clinical one. Regardless of how it is examined, a thing remains
essentially the same. Thinking differently is deceptive and blatantly

incorrect, and as such, it undermines reality. Thus, phenomenology goes



176

beyond the realm of the visible and seeks to understand phenomena at
their very core. Husserl devised this method, which has its roots in
Greek philosophy, which built his episteme in moving beyond the doxa
(opinion), which is based on how things are presented to a person in his
or her day-to-day life. Science differs from common sense
understanding in that it aspires to delve deeper into the inner workings of
what is real. The challenge offered by phenomenology proper is to
precisely characterise the uniquely human abilities that give rise to our
ability to experience and know. Phenomenology therefore places more
emphasis on the structural relationship between the mind and the

outside world or environment than it does on the structure of the mind.

Even if there were as many phenomenologies as there were
phenomenologists, there should at least be a basic component shared
by all of them in order to support the use of the umbrella term.
(Spiegelberg, 1981) Through decades of research, scholars have
repeatedly held the position that phenomenology either lacks an identity
or possesses an identity that is largely methodological. In the literature,
concerns of subject matter pertaining to the identity of phenomenology
are virtually invariably given a supporting position. Is there a
phenomenological research programme? (Crowell 2002, 2007).
Crowell's main objective is to demonstrate that phenomenology satisfies
the requirements for being considered a legitimate philosophical study
programme, a significant portion of his discussion is focused on proving
the assertion that phenomenology does, in fact, have a separate identity.
Crowell outlines three requirements that must be accomplished for
phenomenology to qualify as a philosophical research programme (or
what D'Amico refers to as a philosophical tradition), drawing on Robert

D'Amico's book Contemporary Continental Philosophy (D'Amico 1999).
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(1) The programme "needs an open horizon of questions, difficulties,
and possible clarifications," (2) the programme "requires restrictions
whereby others can arrive at the same conclusions from either defended
or generically uncontroversial assumptions." (3) It "must also be
apparent how to carry on and do what the 'founding' texts did" (D'Amico
1999, p. 252; quoted in Crowell 2002, p. 423). It cannot be limited to the

"starting" texts alone. (See Fernandez, 2016)

The ability of Dermot Moran (2000) and Robert Sokolowski (2000) to
create specific methodological commitments across a variety of
phenomenological works is the main topic of Crowell's explicit
references to these two authors. In addition to drawing criteria for
defining phenomenology's identity. Crowell also quickly lays out his own
criteria, where he adds some more insight into the topic of
phenomenology. He asserts that both phenomenology and analytical
philosophy "are separated from transcendental philosophy by a
concentration on meaning" when referring to them (Crowell 2002, p.
438). The distinction between phenomenology and analytic philosophy is
made at the level of respective conceptualizations of meaning. Crowell
makes the case, drawing on the work of Michael Dummett (1978), that
Husserl expanded the idea of meaning to include all intentional
experience, but Frege limited it to linguistic meaning (Crowell 2002, p.
438). He asserts that both phenomenology and analytical philosophy
"are separated from transcendental philosophy by a concentration on
meaning" when referring to them (Crowell 2002, p. 438). The distinction
between phenomenology and analytic philosophy is made at the level of
respective conceptualizations of meaning. Crowell makes the case,

drawing on the work of Michael Dummett (1978), that Husserl expanded
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the idea of meaning to include all intentional experience, but Frege
limited it to linguistic meaning (Crowell 2002, p. 438). He argues that the
focus of phenomenology is this larger understanding of meaning, which
Husserl referred to as the noema. He claims that "the reflecting theme of
the phenomenological research programme" is "the structure of
noematic meaning" (Crowell 2002, p. 440). If by "philosophical school of
thought" one means a collection of philosophers who adhere to the
same or very similar sets of doctrines, then phenomenology is not and
has never been such (Luft & Overgaard 2011, p. 1). They immediately
follow this up with a statement that echoes Spiegelberg's optimism,
saying, "Yet the importance phenomenology assumes today would be
inconceivable if phenomenologists had not shared certain
methodological commitments as well as closely related ideas about the
proper domain of phenomenological research” (Luft & Overgaard 2011,
p. 1). They still emphasise procedure, but they also suggest a "domain
of phenomenological study."” What is this domain, though? According to
Luft and Overgaard, the bulk of phenomenologists adhere to three "basic

notions or fundamental paradigms":

(1) First-person perspective, (2) description, and (3) intentionality are

listed in that order.

These will all be discussed in the parts that follow, framed by Husserl's
perspective on phenomenology. (According to Luft and Overgaard 2011)
it& possible to argue that phenomenology has uncovered a brand-new
subject domain with its own structure and guiding principles: the world of
subjectivity and consciousness and its universe of experience, which
Husserl memorably named the "lifeworld." The work of all subsequent

phenomenologists must be located in the examination of this domain,
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generally conceived, despite their numerous departures from and

critiques of Husserlian phenomenology. (2011)

Phenomenology holds the conviction that the critical stance appropriate
to philosophy requires a shift away from a simple metaphysical or
empirical investigation of objects to an investigation of the very
framework of meaning and intelligibility that makes any such simple
investigation possible in the first place (Zahavi 2012, p. 2). In a nutshell,
phenomenology is "a reflective exploration of those structures of
experience and cognition that permit different categories of creatures to
disclose themselves as what they are," as well as "the philosophical
explanation of the diverse types of world-disclosure" (Zahavi 2012, p. 2).
Here we discover that phenomenologists examine "world-disclosure" in
general, encompassing the "structures of experience and
understanding,” in addition to subjectivity, the lifeworld, and the structure

of their purposeful linkage (Zahavi 2012). See also (Fernandes 2016)

Section 4: Husserl®& basic phenomenology

According to Edmund Husserl, phenomenology serves as a foundation
for all other disciplines by clarifying how we perceive the subjects of
science and all of philosophy on a daily basis. The technique of
Husserl's transcendental phenomenology, phenomenological reduction,
Is used to examine experience. This approach offers a description of the
making up of deliberate experience. (Moran 2008). We can comprehend
the structure of knowledge and experience of objectivity by
comprehending the structure of purposeful experience. Husserl's

approach has historically been criticised for producing solipsism.
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According to solipsism, knowledge of anything that is not inside one's
own mind is speculative; both the outside world and the minds of others
cannot be known and may not even exist. Moreover, solipsism supposes
the fact that A cannot transcend experience, and experience must be my
experience. From this it follows that nothing beyond my self exists; for

what is experience isits s t a t(Braslléy 1902, p.248)

Husserl's phenomenology can offer a thorough approach for looking into
how senses are formed, what they're used for, and how experience and
knowledge are put together. It looks into how scientific knowledge and
common knowledge are formed (i.e. pre-scientific experience). Without
taking a position on assertions concerning the existence of beings and
objects that are transcendent to pure experience, Husserl's
phenomenological study seeks to understand the world as it seems to us
(e.g. the reality of the laws of nature, or if it really was a tram that | just
heard passing my apartment). In other words, the goal is to look at how
objects appear to us during our experiences. Therefore, Husserl's
phenomenology is not restricted to any particular topic field; rather, its
aim is to investigate our shared mode of experiencing and
comprehending (Fink 1934). Analysis of the act of intentional experience
and the sense (Sinn) of encountered objects therefore forms the basis of
phenomenological study. Reduction is a particular type of "backwards-
inquiring” approach used in phenomenological examination. According
to Sebastian Luft, the reductionist approach "steps back" from the way
we naturally relate to the world to the realm where the naturally

experienced world is understood as a manifestation (Luft 2012).

Understanding Husserl's reduction is a challenging task.

Straightforwardly describing the approach as "a long and tough
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analysis," Zahavi (Zahavi 2003, 47). Due to how phenomenological (i.e.,
unnatural) a reduction is as a manner of relating to experience, a
reduction is always particularly difficult (Bernet et al 1993). The issue of
whether performing the epoché and the reduction is necessary for a
competent phenomenological investigation and analysis has not only
been debated within phenomenological philosophy. Additionally, it is a
topic that has generated a lot of heated discussion within qualitative
research. (Giorgi 2009) in particular has maintained that epoché and
reduction must be used to support any scientific inquiry before it can
claim phenomenological significance. Giorgi derives part of this
assertion on concepts found in Husserl's works on phenomenological
psychology. Although the epoché and the reduction are essential to
transcendental phenomenology, it is far more debatable whether they
are also pertinent to a non-philosophical application of phenomenology,

such as psychology. (Zahavi 2021).

Section 5: idealism, realism and empiricism revisited

According to Aristotle's conception of reality, things that aren't mental
have their own physical existence and are, thus, fundamentally
autonomous. On the other hand, Plato's idealism asserts that reality is
nothing more than a mental construction. Therefore, idealism holds that
all physical things are creations from an earlier, non-dynamic form of
consciousness. According to Merleau Ponty (1963), natural empirical
science now accepts the viewpoint of the impartial observer, which sees
matter and the human mind as components of nature. a hypothesis put
forth by Thompson (2007) to highlight the significance of form. However,

the question is how shape is constituted as an object for scientific
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cognition?. How are we given it? This is a query for transcendental

philosophy, according to Husserl and not psychology.

Husserl acknowledges that idealism is really a theory about how the
intentional subject is receptive to everything and every notion. Husserl
may be seen as more of a realist than an idealist, for instance, if
idealism refers to knowing only one's own subjective state and realism is
the belief that we are immediately aware of objects in the world, objects
that are, with a fundamentally different kind of being than the mind.
Whichever definition is used, it is obvious that phenomenologists oppose
objectivism, or the idea that reality is what it is, regardless of our
subjective experiences, and that our cognitive perceptions of reality are

nothing more than a reflection of an already existing universe.

Husserl's approach to eidetic science and form of transcendental
idealism focused on two elements. This was following Kant's lead in
seeking to understand the nature of conscious experience. Prior to
focusing on genetic phenomenology, i.e. the way our experiences

develop and transform within a given environment

(1) Human subjectivity and how it creates or establishes a cherished,
organised, and meaningful reality by bringing the experiential world
into being via a mental process.

(2) The structures and relations of subjectivity that constitute the
world view of experience are essential, unchanging, innate mental
structures, are necessary conditions for knowledge and experience

and their universality (Fernandez 2018).
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According to Husserl, transcendental structures serve as the foundation
for empirical structures. Despite the observed or empirical distinctions
between us, we all share the same fundamental structures. The idea
that various conceptions of time are based on the same transcendental
structures of temporality can be used to explain how different cultures
experience time as it passes through time. He put doubt on this
universality by proposing the idea that the unchangeable structures of
experience, including the temporal kind, were dynamically transformed
under specific physical and psychopathological situations instead of as

part of normal development.

Section 6: the historical foundation of time and reality

"When something is comprised of parts and components which do not
exit, how can that thing contribute tor e a | (Aquynas,dl999, Lecture
15). Two questions arise initially when considering time: first, does it
belong to the class of things that exist or to that of things that do not

exist? Then secondly, what is its nature?

An analysis of the ontological foundations of time, might make one
suspect that absolute time either does not exist at all or barely, and in an
obscure way. While relative time is a spatial concept and temporality
cannot easily be measured other than experienced by a differentiating
observer (Vrobel 2008). One part of it has been and is not, while the
other is going to be and is not yet. Yet time, both infinite time and any
time you like to take is made up of these. One would naturally suppose
that what is made up of things which do not exist could have no share in
reality. Further, if a divisible thing is to exist, it is necessary that, when it

exists, all or some of its parts must exist. But of time some parts have
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been, while others have to be, and no part of it is though it is divisible.
For what is 'now' is not a part: a part is a measure of the whole, which
must be made up of parts. Time, on the other hand, is not held to be

made up of 'nows'.

Again, the 'now" which seems to bound the past and the future-does it
always remain one and the same or is it always other and other? An
Aristotelian influence is pervasive throughout Edmund H u s s ewritingss
on time. For Aristotle time was primarily a measure of motion and

change. Aristotle: Physics (Book IV, part 10-13). Time moreover, to
Aristotle, is "a number of motion fitting along the before-and-after,” as
stated in Book IV, Chapter 11 of Physics, "we judge the greater and less
by number, and we judge a greater and less motion by time," hence time

IS a number.

Furthermore, since "we claim that time has transpired anytime we take
cognizance of the before and after in a motion," it must fit along a before
and after. Aristotle defined motion as the participation of a thing in the
action of what it is to be it rather than simply a patrticle travelling from
Point A to Point B. Due to the fact that everything in nature is either in
motion or at rest, "motion [and rest] seem to be impossible without time,"
By extension, everything in nature must be in time; their participation in
what it means to be themselves is being evaluated. This measurement is
the basis for determining whether anything is swift, slow, before, or after.
Simply put, the duration of the motion which is the event's temporal
length measures it. Motion distinguishes time by enabling a before and
after through change, but time distinguishes motion by giving it a length;
this is how both temporal length and temporal order are achieved

simultaneously: a dual measurement. The existence of time necessitates
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both the existence of a counter and the counter's interaction with the
counted. In the passage from him that was previously presented, he
makes this point clear: "We say that time has happened anytime we take
consciousness of the before and after in a motion. According to Aristotle,

this "taking cognizance" is "the present."

Aristotle makes it plain that he does not consider the present to be a
component of time but rather something that is both in and essential to
time. If the now is destroyed while it is still existing, it will both still exist
and cease to exist. However, if the now is destroyed in another now, it is
no longer the same now. Aristotle similarly rejects the idea of the now
always remaining, stating that "if being coincident in time, and neither
before nor after, means to be in one and the same now, and if the things
before and the things after are in this now, then the things that happened
ten thousand years ago would be at the same time as the things
happening today." By asserting that the present is something that is
continuously carried along throughout our experiences, Aristotle breaks
through this deadlock and says, "The now is manifest as the thing
flowing along." Both that there would be no now if there were no time
and that there would be no time are obvious. Aristotle because he says
that "the now marks off the motion into a before-and-after" and that "time
is a series of motions fitting along the before-and-after." There would be
no before-and-after, and thus no time, without this marker, or divider, as
Aristotle also refers to it. Additionally, this awareness of change needs to
be dualistic. Remember that time is a measure of length as well as
position, or of motion as well as motion itself. This calls for awareness of
both the motion and the motion with relation to oneself. In order for time
to be divided into a before-and-after, it is necessary to maintain both a

constant awareness of change as well as a constant knowledge of one's
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own past experiences and potential future events. Before and after are
relative; they belong to the measurer of the motion rather than the
motion itself. Time is measured as the extremes of a line rather than as
the same point, which is both a beginning and an end. The now is just a
separation between them that appears as dual awareness. Aristotelian
time can be depicted as a series of continuous, overlapping intervals
rather than a collection of distinct points along a line. The after is the

following before, and the before was the last after (Glazebrook 2001).

The question: "how could the very first moment in time have existed if it
must have already had something before it?" is a reasonable objection
to this reading of Aristotle. Aristotle does not directly address this
subject, but it is unlikely that he would take seriously the idea of a
beginning to time because he has previously shown that time is
continuous rather than discrete (Dimock 2002). As a result, time is
infinitely divided (at least hypothetically). Time is determined by motion's
duration and position along a before-and-after axis, according to
Aristotle. By its very nature, this definition calls for both a measurer and
a thing to be measured. The Aristotelian now also appears as one's
ongoing knowledge of both the measured thing and oneself; it serves as
a boundary between before and after. As a result, for Aristotle, a
moment in time is not a geometric point without dimensions but rather a
brief span of consciousness of a time that is already rich in the past and
the future. For all his careful and analytical descriptions, with their spatial
emphases, Aristotle says little of the working of the mind and how time

operates, functions and is measured within this system

Augsitine on the other hand had another view: dt is in you O my mind,

that | measure timeé . what | measure is the impress produced in you by
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the things as they pass and abiding in you when they have passed and it
Is present. | do not measure the things themselves whose passage
produced the impress, it is the impress that | measure when | measure
time. This that is what time is, or | am not measuring time at all. 6
(Confessions 1993,p.25)

Here Augustine describes the mental processes that enable us to
recognise before and after, and therefore numerate motion which
Aristotle failed to do. In order to grasp our awareness in terms of the
past, present, and future, we must first look within. Where time extends
is in the present. Husserl referred to the present as the "living present.”
In this view, time flows, with the present marking the passing of time.
Being in the present moment, both physically and mentally. There is no
past or future. Since time is constantly flowing away to the past and
future, we can only speak of it when we are in the present. Otherwise,
we cannot talk about how long something took to happen. The present is
not a component of time, just like for Aristotle. Aristotle expressed
duration as a discrete quantity by reducing time to the sum of all motions
as countable integers. quantifying motion in terms of a predetermined
unit, i.e. the entire movement, in order to count the seconds. But regular
timekeeping cannot be viewed as time. Augustine notes that,
independent of enumeration, we possess an interior sense of time. We
carry inside us the past, present, and future. Time and my boyhood do
not exist anymore, but my memory still contains echoes of both. Only its
future likeness exists there, not my old age. Time can therefore only be
found in the mind. Augustine defined time as the flow of time in the
present moment, rather than as a protracted copresent quantity made up
of an unrealized past and future. There is only what is present. However,

the is no longer present is fading. It is always moving toward the "not"
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right now! In this text, time only existing as an existent in the passage of
time. This is how we internally perceive the passage of time. We gauge
how much time has passed in our minds. As a result, it leaves a lasting

effect on us there and there alone.

The resemblance created in memory extends in a way to the present,
where the past and present are both present. Given that the events of
the future have not yet made an impression on our thoughts, how can
we discuss the presence of the future in the mind? Anticipating is how to
achieve this. The mind anticipates, attends to, and recalls. Reading a
book causes one to recall more and anticipate less. The mind
anticipates, notices, and remembers. An experience carries the
lengthenedness of time, which is perpetually flowing, through its content.
The passage of time through the non-extended now is this content's
passing, which keeps the mind always occupied. The present is alive
because its contents are continually changing. Husserl's live present is
continuously streaming, ongoing, and present. We have an awareness
of Aristotle's before and after, which necessitates memory and
anticipation, and this is the subjective basis of the mind. It is unclear in
what sense Augustine reduces the past and future to their mental
equivalents of the present. We do make predictions based on our prior

knowledge.

There is a long and illustrious history behind the restriction of immediate
experience to a fleeting present. The analysis of time-consciousness is a
long-standing burden for descriptive psychology and epistemology,
Husserl writes in the preface to his Lectures on the Consciousness of
Internal Time. Augustine was the first thinker to deeply recognise the

huge challenges this approach entailed and to battle with them nearly to
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the point of giving up. That there are three times a time present of things
past, a time present of things present, and a time present of things future
might be correctly stated. These three do, in some way, coexist in the
soul; otherwise, | would not be able to observe them. Time present of
past things is memory; time present of present things is firsthand

experience; and time present of future things is anticipation.

The Book of St. Augustine Chapter 20, Heading 26. (Gale 1968)

St. Augustine's observations, according to (Klein), primarily fall under the
category of psychological fact. He is one of the few writers to recognise
the impact of St. Augustine's writings on modern scientific psychology.
We quickly come to the conclusion that we can only perceive or
experience what is contained in a momentary present because
Augustine made it abundantly clear that the present must be completely
without duration and that our perception is limited to what is present, or
to that which one can see, which is (Gale 1968). How is it possible for us
to have such a thorough understanding of the duration of the events or
processes we experience if our consciousness is limited to the fleeting
present? This issue is addressed by Augustine in a way that takes into

account how our memory and sense of expectancy interact.

Aristotle didn't explain how one develops an awareness of the past and
future or how we grasp a moving object. He also didn't explain how the
now is carried along as time moves in accordance with motion,
differentiating between the now that stays and the now that departs,
which corresponds to the various places making the motion. How do we
hold on to something that is still there for us right now when it is moving?
How long does the memory of an experience or event last? The

impression that endures is still there. How may a present perception
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result from a present perception of a present? Because the perception of
an object involves the synthesis or connection of the temporally
disparate perceptions we have had of it, Kant realised that we could not
grasp an enduring object distinguishing it from its background without
also grasping the background, i.e. the past for example. This means that
we must have a grasp of its past perceptions. We must remember our
previous views of an object as well as its present moment or position in
order to fully comprehend its mobility. We must acknowledge that these
previous perceptions are in the past and to what extent. Without order

before or after, our sense of motion would not be functional.

The process through which we comprehend an object involves a
problem with how we comprehend time. Each is a unique facet of the
same subjective experience. According to Kant, a point of unification
forms the basis of every perception. The combination of our perceptions
allows us to have a more indirect experience of the stone than we would
otherwise have. We have in reality determined the a priori foundations of
the rule, which states that a synthesis through which we grasp and
object must adhere to it. These rules are what they are because they
specify how we must connect the experience and the perceptions that
make up it in order to truly perceive the objects and their relationships,
not because they exist before or separate from the experience. We must
identify the a priori assumptions that underlie the experience and the
mechanisms by which they are specified if we are to grasp how pure

notions of knowing are conceivable.

The synthesis of perception is our capacity to link and integrate spatially
separated perceptions that make up an object's intuition, resulting in a

unity of intuition. The ability to momentarily discriminate between
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sensations with distinct temporal locations and a fixed place in
sequentially given time is necessary. Additionally, one must replicate the
Impressions or presentations, making co-presentations of the sensations
that we must separate based on succeeding temporal locations. What
has been created must not be viewed as something novel but rather as
something that has come before and is related. It must not be viewed as
anything novel, but rather as something that has already been realised.
The re-production Kant refers to creates time by the differentiation of its
moments. Without this type of re-production, we would continuously be
exposed to fresh impressions. Without their reproduction, time would not

be able to advance, making objective experience impossible.

A third function is necessary to produce time in the distinction of its
moments. We must be able to tell that the stuff that has been copied is
the same as the content that was previously provided. All forms of
reproduction are pointless without the awareness that what we think now
Is the same as what we thought only a moment ago. Kant uses counting
as an illustration. If one wants to know the total, going from unit to unit is
not enough. The awareness that what we are experiencing, i.e., a new
reproduction, is not new or past, refers to the awareness that what it
generates or its content is not new or past. Reproduction must include
modification as well as reproduction. It must give the content it creates
some not-newness or pastness. This makes it possible to discern

between time and the series of successive experiences.

According to Kant, time is the outcome of our deeds. Time is created in
the succession of moments by the ongoing act of reproducing myself
and the recognition of the reproduced. For Kant, everything that appears

does so in time. We were only able to comprehend the fleeting
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impression of the current instant. Everything we understand is dispersed
through time. Reproduction creates time, which in turn creates the
medium through which things appear. They must show up in order to
accurately characterise remarkable experiences. However, how can the
components of time, which are consequently earlier than time, appear?
Husserl turns the relationship between time and appearance on its head.
He views appearing as the cornerstone of our perception of time's

construction and constitutive processes.

Section 7: Physical and objective time and duration

According to one of science® most famous proponents, Sir Isaac
Newton notion of absolute time was considered to exist independently of
any perception of it. In addition, it was believed to move consistently at a
given pace throughout the universe and to be both measurable and
invisible. Newton believed that mathematics was the only way to fully
comprehend it. Newton believed that absolute time was a distinct,
independent component of objective reality that was not reliant on any
particular physical event or even the combination of various events. In
other words, Newton's definition of time as an absolute container did not
allow for the idea of an observer perspective at any time, nor did it speak
of any internal or subjective points of difference or reference. This theory
was rejected by Einstein, who spatialized time instead. A multiplicity of
times, flowing at various speeds and belonging to distinct systems of
reference, are possible thanks to relativity, which does away with an
absolute frame of reference and with absolute time. For Einstein, time
could not exist without reference to the position of the observer. Time
frames are observer-centered due to the relative placements of

simultaneity and time dilation. By defining the present as existing solely
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In our consciousness a manifestation that appears to have no physical
counterpart, Einstein distinguished between objective and subjective
time. On the other hand, quantum theorists acknowledged the observer
perspective, but only to the extent that they take part in the
measurement of an event, allowing for the creation of a private and
personal now. In this way, reality is created. However, the internal
subjective differentiation of the observer is dismissed as unimportant
and irrational. That is to say, it is only important insofar as the
experiment's questions are the outcome of a process of subjective

judgement.

The ontological validity accorded to the various notions of time and the
ensuing epistemological presumptions are fundamentally different from
one another, depending on which position you take. The manner the
ensuing temporal relations are described also varies between these
ideas. In spite of this, challenging the reality of time is nevertheless a
good and productive place to start an investigation because it forces us
to be more specific with our assumptions about the observer-
environment interaction. Is time actually real, or is it just a tool through
which we learn about the world through experience? Is time determined
by an a priori framework we place on reality, or can time be approached
using the knowledge we gather from empirical studies? This argument
states that since we initially learn about the universe by empirical
knowledge, it is impossible to describe time in a non-circular way since
the person doing the defining is always already a part of the thing he is
trying to define, which in this case is time. Since we can only proceed
from our own empirical knowledge of time, our access to a time which is
independent of our empirical knowledge can only be obtained

consequently via that empirical knowledge. (Vrobel)
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Bergson and duration

The Oxford Dictionary of Music states that a melody is defined as a
series of succeeding notes coming together to form a recognisable
shape, embodying the idea of temporal unity put out by Husserl.
Bergson also used the metaphor of melody to explain his idea of
duration. It represents the notion of time as purely physical activity at its
most fundamental level. In (' he Creative Mind d.946), Bergson
describes how science overlooks the fact that time moves and that the
flow of time escapes subdivisions when they examine time as an
absolute, objective thing that they can dissect and measure. For
Bergson, time is lived, and not measured. He describes it as "the form
which the succession of our conscious states adopts when our ego
allows itself to exist, when it refrains from divorcing its present condition
from its previous states” in his debut book, (dime and Free Will @910).
The philosopher says the oneness of a phrase in a tune is the finest
analogy for the sensation of integration we get in such a contemplative
state. (Husserl 1991) extends upon this and notes that, if we were solely
aware of the present, it would be difficult to perceive time. There is
always a must @ast gphase and a must @bout to happen ghase in any
perspective of the present. This is what we know as the consciousness
of time itself. (Husserl 1991)

Section 8: inner time consciousness: the basic claim of Husserl
Phenomenology offers neither metaphysical speculation about time®&

particular relation to motion (Aristotle), nor the psychological character of

time® past and future moments (Augustine), nor does it offer any
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transcendental-cognitive presumptions about time as a mind-dependent
construct (Kant). Instead, it examines the essential structures of
consciousness that make possible in the first place, the unified

perception of an object that occurs across successive moments.

Husserl expressly favoured the potential of an intuitive presentation of
succession, change, and persistence in his early writings on time-
consciousness. He also argued that there is a distinction between
actually experiencing change and duration as opposed to merely
imagining or remembering it. (Zahavi 2003). Just as we can see an
immovable pyramid or a bird's flight, we can also hear an enduring tone
or song. But how is that even conceivable? According to Husserl's well-
known argument, if perception had just been cognizant of the present, it
would have been impossible to perceive temporal objects, succession,
and change. We must recognise that since we are aware of succession
and duration, our awareness is capable of encompassing more than

what is currently available.

In Husserl's view, a "duration-block" is a temporal field that includes all
three temporal modes of present, past, and future rather than a "knife-
edge" is the fundamental unit of temporality, to borrow a phrase from
(James1890). Husserl described this temporal structure of
consciousness moreover, using three technical terms. There is (i) a
"primal impression” that is specifically focused on the object's strictly
constrained now-phase. The initial impression is an abstract element
that never manifests by itself and is unable to give us a sense of a
temporal object. The primal impression is accompanied by two additional
aspects: (ii) a "retention," or retentional aspect, which gives us

awareness of the object's recently passed phase and gives the primal
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Impression a past-directed temporal context; and (iii) a "protention," or
protentional aspect, which more or less indefinitely intends the phase of
the object that is about to occur and gives the primal impression a

future-directed temporal context and a temporal structure.

Section 9: the structure of time

For Heidegger Daesin® fundamental characteristic and mode of deing
in the world @s temporal. Having been thrown into the world however
implies a past. Husserl on the other hand, persuades us that our
Impressions are where our sense of time is first constituted. Our
impressions are the first phenomena that define and constitute our
sense of time. However, they are insufficient on their own. If this idea
alone is applied, we would only ever feel change, the ongoing
modification of the present-day contents, not their disappearance into
the past. Retained phenomena of a different kind are necessary for this.
Our ability to perceive time comprises not only the ability to recall the
past but also the ability to anticipate the future, in a protentional sense.
(Zahavi 2010). A person anticipates the notes of a melody that she
perceives to be familiar. One& anticipation of what will happen next is

realised only as the music progresses.

This idea is indicated by the relationship between expectation and
anticipation, which Husserl takes beyond Augustine® conception.
Husserl informs us that we discover an anticipation, in terms of content
that can be interpreted, and the ensuing apparent objectivity in our
understanding of and relationship with the future. The contents that are
interpreted are described by Husserl as "protentions." They seem to be

the polar opposite of retentions in his descriptions. As a result,
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protention also has a mediated intentionality, exactly like the retentional
process, which is a "continuous continuum of retentions such that each
later point is a retention of the earlier," producing a chain of retentions of
retentions of the first supplied impression. But its serial process works
the other way around. Just as every succeeding retention refers to the
prior one in the same retentional series, every previous protention in the
protentional continuum does the same. All of the latter are purposefully
included in the preceding pretention. The succeeding retention subtly
suggests everything earlier. As a result, the protentional chain, which is
the opposite of the retentional chain, is a having-in-advance of a having-
in-advance etc. of a future impression, whereas the retentional chain
might be described as an already, having of an already, having... of an

original impression. (Zahavi 2003).

In this sense, the stream of consciousness is not just a series of first-
Impression "nows." My conscious experience suggests that | am aware
of what | have just seen, heard, or thought, which is referred to as a
retention, as well as roughly expecting a continuation of what | am
seeing, hearing, or thinking right now, which is referred to as a
protention. Husserl's favourite illustration uses music: when we hear a
melody, (Gallagher 2005) we are continually aware of the notes that
have just been played, and they also arouse some anticipation for how
the song might proceed. Thus, as a melody develops, we perceive it as
a dynamic self-organizing process rather than a series of discrete nows.
It is already evident that Husserl does not favour the Newtonian
interpretation of time as a series of now-moments, moments in the past,

and moments in the future that are thought of as "things," "containers for
things," or "points on the imagined "time-line." On the other hand, he

views the present, past, and future as how we perceive objects and
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events as being now, gone (past), or still to happen (future). (Jacob
2019). For example, though | experience the event of the moon landing,
the past is not some metaphysical container of which this is a part; the
past is the mode in which the moon landing appears to me. Each now
that becomes the past can accommodate multiple events at once since it
Is not time itself that the now and past are a part of, but rather the way or
mode in which | perceive things to be temporal. These considerations of
temporal objects and experienced time suggest that the course of our
conscious life, which starts from the privileged vantage point of the now,
but nonetheless takes place in interaction with the past and future rather
than in isolation from them, is the necessary condition for the disclosure

of temporal objects and experienced time.

Husserl's phenomenology of time-consciousness, however, is more
concerned with the structure of the act of perception that enables us to
perceive a temporal object as unified across its numerous moments than
it is with this descriptive account of some of the fundamental
characteristics of time's appearance and content. Even though our initial
reflections on time are based on a series of subsequent events, a
succession of experiences or perceptions does not constitute a

succession of experiences or perceptions. (Jacob 2019)

Section 10: phenomenology and the natural attitude

It is not the purpose of phenomenology to evaluate or quantify
phenomena in an objective way, or to investigate whether variations in
perceived duration, for instance, conform to or deviate from some
pretended idea of "real" objective clock time, which may be nothing more

than a single "specious" moment in time that has just passed. In
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contrast, in order to give a phenomenon meaning, as is the case with
any phenomenological study, it is necessary to understand it from the
perspective of the lived and conscious experience. (Husserl 1991).
According to this position, it is through our experiences, rather than
empirically through our senses, that we gain access to the world within

and around us.

Husserl holds that there is no distinction between the subject that is
empirically observed and the subject that is transcendentally conscious.
It becomes clear what the difference is between conceptualising oneself
as a knowing subject in a phenomenological sense and as a causally
known physical thing that is a component of the empirical reality in a
positivist sense. Thus, there is a distinction between being unconcerned
with how things are given or known and taking the world for granted,
including our own physical selves, and having a rigid orientation toward
things based on how they seem and how we come to know them. The
natural attitude is considered here in the first, while the

phenomenological attitude is considered in the second.

In two different ways, Husserl describes the natural attitude. Firstly he
says we find ourselves located in the world and we take the fact that the
world is always there for us for granted (Husserl 1913/1962). In all of our
endeavours, we commit to assuming the existence of things and the
world. Second, Husserl connects the natural mindset by stating that we
assert things and the world as present and real (Husserl 1913/1962).
Thus, our participation in this process determines the existence and
actuality of the items we encounter. Husserl is implying that our
conscious activity and our capacity to construct meanings, organise

information, and communicate thought are the fundamental elements of
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being. (Husserl, 1950/1960). This epistemological point differs
somewhat from Heidegger® ontological view that Daesin merely exists
first and foremost. Either perspective nonetheless, compels the
phenomenologist to locate, reveal, or uncover this activity and to
investigate its most crucial characteristics. A phenomenologist's goal is
thus to demonstrate how awareness gives the world its current,
plausible, relevant, enjoyable, or otherwise, ontical or "actual" meanings.
It is crucial to both our perception of reality and the daily temporal flow of
events in our lives that we have a subjective sense of time and an
understanding of it. (Teixeira et al. 2013). Bergson's concept of memory
and Husserl's act of retention are both examples of objects that people
experience subjectively in the present. the point at which the present
and the past meet. According to Husserl, things or objects are described
by the descriptive science of experience in the context of how they are
directly experienced, given, or intended. A lived through first person
subjective experience of whatever is being experienced is where a
description of a phenomenon starts. To suggest that consciousness is
lived through is to imply that we are pre reflectively aware of our own
conscious experiences simply by having access to them. In this view,
reflection is simply the ongoing change of our thinking, and in doing so,
our pre-reflective conscious experience of something is transformed into
an object to support the reflective experience that occurs and which as a

result is purposefully oriented toward it.

Husserl advocated a metaphysics of transcendental idealism in his quest
to understand the fundamental components of consciousness and the
circumstances necessary for the possibility of experience. In this way,
phenomenology has its roots in eidetic science, which is the

philosophical study of the eidos, or essence, of human experience and
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existence. Human contingency, diversity, or particularity did not bother
Husserl. He focused on necessity, invariance, and universality instead.
But soon his phenomenology evolved into "genetic phenomenology,” a
systematic study of the genesisd that is, the beginnings and growthd of
human experience. This novel phenomenology emphasises how our
physicality and past affect how we perceive and comprehend our
surroundings. While contingent structures are "empirical," necessary
structures are "transcendental." Furthermore, and this is the key to
resolving the paradox, the transcendental structures for Husserl serve as

the foundation for the empirical structures. (Tassone 2017).

A detailed reading of Husserl's texts reveals how essential the reduction
is for the defence of fundamental beliefs. The continuous relevance of
Husserl's intentional act analyses for the knowledge internalism versus
knowledge externalism issue is a valid one. This argument centres on
the justification of knowledge and the justification of belief assertions.
Husserl's approaches were not utilised in dealing with internalist versus
externalist explanations of knowledge attainment until recently, despite
the fact that the argument, in its contemporary form, dates back to the
middle of the twentieth century. Following this, Husserl's approaches
have generally been criticised by modern externalists, the majority of
whom are not phenomenologists, as encouraging a rigid Cartesian
internalist justification of belief assertions. In response, attempts were
made to portray transcendental phenomenology as genuinely supporting

epistemology

Despite the differences between the approaches, for Husserl we all
share some fundamental experience-based structures. We share the

same transcendental conditions that enable us to learn and use written
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language, notwithstanding the empirical differences in the linguistic
structure of our experiences, perhaps you understand Mandarin and |
understand English. In the same vein, we may explain how empirically
dissimilar conceptions of time (such as linear or circular time) are based
on or made feasible by the same transcendental structure of temporality
to resolve the seeming conflict between how various cultures experience

the passing of time.

Section 11: epoche, and the process of transcendental reduction

Edmund Husserl (18591 1938) was fascinated by the epistemological
guestion of how we come to have objective knowledge from the very
beginning of his professional life. 2 Husserl's in-depth analyses of the
connections between the acquisition of objective knowledge and
ultimately subjective origins set his writings apart from those of other
logicians or philosophers of the early twentieth century. In his early,
epistemologically oriented research, Husserl examined the purposeful
nature of mental states in the pursuit of knowledge. (Tassone 2017/
Brentano 1874). Husserl eventually came to radicalise his approach and
expand his analyses to encompass areas like temporality, inter-
subjectivity, and culture from within a "transcendental”
phenomenological perspective. This emphasis on intentionality and the
concomitant role of mental acts for presenting intentional objects was

soon found to contain theoretical limitations.

To critically engage with the human sciences, it is necessary to
challenge the conventional division between transcendental and
empirical phenomenology, i.e., which is done via the reduction, or

epoché. (Giorgi). In order to make the experiential world present, it is
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first proposed that the human subject creates or discloses a lived,
orderly, and meaningful world. Additionally, it is proposed that the mental
structures that make up the world of experience in the human subject
are fundamental, unchanging, or innate mental structures that are

necessary prerequisites for the possibility of knowledge and experience.

The meaning of the Delphic adage "Know thyself!" has changed. A
forgotten science in the world is positive science. To recapture the world
through a global self-examination, one must first lose it through epoche.
Augustine advises, "Noli foras ire, in te redit in interiore homine habitat
veritas," which roughly translates to, "Do not wish to go out; go back
inside yourself* (quote). Truth resides within the individual. Husserl
claims that the phenomenologist can only learn the truth about
intersubjectivity by studying a more basic phenomena like subjectivity.
This conclusion to Husserl's examination of intersubjectivity may seem
counterintuitive. The movement of moving "inward,"” wherein | expose
myself to myself, is a revelation of the ego's core structure, or its
"monadic" truth. The "Kingdom of immanence" refers to the idea that the
inner world of the ego is not merely the domain of myself alone, but

rather of myself together with the other.

Around 1906, Husserl invented the epoché or "bracketing" technique. To
guarantee that the relevant thing is described exactly as is perceived, or
intended, by the subject, any phenomenological description proper must
be undertaken from a first person point of view. This can be seen as a
radicalization of the methodological restriction found in Logical

Investigations.
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It has been debated outside of phenomenological philosophy as to
whether performing the epoché and the reduction is necessary for a
competent phenomenological investigation and analysis. It is a topic that
has also generated a lot of discussion within qualitative research. 2019
(Zahavi). No scientific study can claim phenomenological significance,
according to Amedeo Giorgi in particular, unless it is backed by some
use of the epoché and reduction. Giorgi draws some of his arguments
for this statement on concepts from Husserl's works on
phenomenological psychology. The epoché and the reduction are
essential for transcendental phenomenology, but it is much more
debatable whether they are also necessary for a non-philosophical
application of phenomenology, | contend in the current study as |

analyse Husserl's theories. 2019 (Zahavi)

For these reasons, Husserl insisted (in Ideas) that the existence of the
object(s), if any, fitting the content of the intentional act described must
be "bracketed" in a phenomenological description proper. In other
words, the phenomenological description of a given act and, in
particular, the phenomenological specification of its intentional content,
must not depend on the accuracy of any existence assumption regarding
the object(s) (if any) the particular act is about. Because of this, the
epoché directs our attention to the parts of our intentional activities and
their contents that are independent of the presence of a represented
object outside of our minds. In other words, all presumptions regarding
purported biological, psychological, and neurological theories and
causes are basically suspended during the data collection process, in

accordance with the phenomenological principle of the epoché.
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During a diagnostic examination, this type of evidence may not always
be visible or instantly understandable by the doctor or the patient.
Methodological presuppositions must be suspended in order to be really
objective. This effectively conveys the distinction Husserl established
between phenomenology and descriptive psychology. The Husserlian
technique of phenomenological reduction or bracketing has been
discussed by a variety of authors (Jones, 1975; Klein & Westcott, 1994;
Osborne, 1994; Polkinghorne, 1983). Husserl argued that in order to
successfully establish touch with essences, one needs to exclude both
the external world and personal prejudices. It involves suspending
judgement or bracketing specific assumptions about the phenomenon in
order to clearly see it. How does the bracketing procedure work? This
was described as a three-step process by Klein and Westcott (1994),
involving exemplary intuition, imaginative variation, and synthesis. The
researcher selects a phenomenon and visualises it in exemplary
intuition. Then, using creative variation, he or she proceeds to generate
examples of experiences that are analogous. Finally, synthesis of the
relevant essences results in the integration of these variants. Husserl's
work was described in two ways by Polkinghorne in 1983. A method of
free variation guides the researcher to a description of the phenomena'
essential or invariant structures, without which it would not be possible to
study the phenomenon. The use of purposeful analysis then
concentrates on the actual physical experience and explains how the
specific experience is created. According to Osborne (1994), bracketing
entails recognising one's preconceptions regarding the nature of the
phenomenon and making an effort to put them aside in order to observe
the phenomenon for what it truly is. Husserl wanted to achieve this by

using intuitive vision to genuinely perceive things "as they are." With
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thorough description, he aimed to demonstrate the completely immanent

nature of conscious experience.

Section 12: self conscious and reflective experience

For Husserl, of all the things that can characterise subjectivity the
distinction between being conscious of something (lived time) and self
consciousness, implicit time, (Fuchs 2007, 2013), exemplifies not only

our existence but our awareness of ourselves existing.

Husserl claims that the understanding of our innate self-awareness as a
flowing, continual perceptual process is made possible by the genetic
model of consciousness. We are not only aware of objects when we
have this level of self-awareness. Our awareness of the consciousness
that is aimed at them is likewise present in the background. The way
Husserl puts it is as follows: "Awareness exists as flowing and is a

stream of consciousness that appears at all times to itself as a flowing.

The retentional and protentional modifications of the impressions we
receive are what cause consciousness to flow, as Husserl observed, and
we must do the same to realise this. These changes give the impression
that time and its contents are moving forward from the past into the
future. These changes leave a trace on every instant of consciousness.
Because of this, "all momentary consciousness... is... inherently a
protention of what is to come and a retention of what has already
transpired”. The word "of" denotes the self-consciousness of this flowing
because the retentions are a present awareness of what is flowing away,
whereas the protentions are a present awareness of what is flowing

towards one. As a result, whenever we look at an object, we are always
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mindful of our current condition as well as our past, present, and future
states. We are cognizant of the object during these states, therefore

such awareness is part of our awareness of the object.

How our consciousness embraces more than what it is given at a given
time, is one of the most intriguing questions pertaining to it. (Zahavi
2010). How can we be aware of what is past, present, or future, and
what impact can this have on our understanding of mental health
anomalies? Husserl presents the concept of an extended present, which
is distinct from recalling or anticipating. However, without going
backwards, how is our consciousness unified into many conscious
phases. A fundamental impression, a retention, and a protention are all
parts of the lived experience. Our memories are not stored as fading
images in our minds; rather, they are imbedded in a temporal horizon.
According to its still-intentionally-retained meaning, what came before
will be preserved. It is a feeling. A perception is more than just an
interpretation of the present. It has two phases: one that is just past and
one that is soon to happen. Perceptual presence is not timely in a
noematic sense. It is a field where the words right now, not now, and not

yet are arranged horizontally.

In other words, the temporal structure needs time in order to exist. It also
needs knowledge of a duration, duration, and consciousness of a
succession, succession. How is the sensation of succession made
possible by the synchronisation of these several subsequent phases?
Are we going to propose yet another type of awareness to explain it? For
the generosity of this time period and the unity that underpins and
supports our consciousness? Husserl observes that the now

consciousness is not itself now and that the flow of the modes of
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consciousness is not a process. Additionally, the retentional phase,
which coexists with the now, does not exist simultaneously with the now.
The temporal objects and events that time consciousness is aware of
are not in time with one another. The flow is comprised of the initial
impression, retention, and protention. Husserl makes a distinction
between these interdependent inner time consciousness structures AND
the phases of temporal objects, or the now, past, and future. The ability
to sense the past, present, and future is enabled by the union of these

structures. The now is not the presence in question!

All three temporal modes are included in the field or dimension of
experience known as inner time consciousness. | am unable to become
present or absent for myself in the very field of experiencing that allows

for presence and absence in the inner time consciousness dimension.

Three distinct layers of temporality are noted by Husserl.

1. The precise moment that the thing appeared

2. The deeds, senses, and appearances' impersonal, immanent, and
prior-to-empirical times

3. The consciousness-forming absolute pre phenomenal

(unexperienced) passage of time

Section 13: absolute flow and subjective time?

Husserl sought to provide a more systematic treatment of the role of

subjectivity in constituting both theoretical claims (such as the origin of

the laws of formal logic in pre-predicative experience), as well as the
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essential role played by perception in establishing how objects and
meanings are given in fintuitiveoacts of fulfillment.

To be a subject is to exist for the sake of itself or to be self aware, aware
of one® existence and being and place in time. Rather than existing only
when attention is paid to our conscious life, self awareness is a feature
characterising subjectivity, whatever the circumstances. In the form of
intentional life, an absolute existence exists that is simultaneously
conscious of itself and all else it may be aware of. It always possesses
the necessary ability to reflect on itself, as well as the capacity to
thematize, create judgements about itself, and provide supporting data.
(Zahavi 2010). Consciousness is consciousness, and every experience
IS consciousness. But each experience is also conscious to some level
since it is experiencing itself. The awareness of the flow of life is
consciousness. Both an inner perception and an inner consciousness
make up our tacit self awareness, which forms the most fundamental

basis of lived time and experience

Section 14: intentionality

Intention, according to Husserl, "means the mediation of consciousness,
which is always intentional, always operating in the framework of
intentions, and which, in the limiting instance, that of the final intention, is
unmediated original consciousness." According to Husserl, the
interpretative intents that guide the perceptual process are shaped by
our protentions, which express what we expect to observe. Since time is
the essential condition against which all conscious acts unfold, a pre-
temporal vertical intentionality must naturally complement more

horizontal intentional acts with the two seeming to working in tandem to
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constitute the deepest level of human experience: absolute

consciousness (Husserl, 1990/Tassone, 2019).

Every thought is focused on an external object. Consciousness is always
extending or reaching beyond itself in the direction of something else.
From a phenomenological perspective, it is possible to analyse both how
this reaching out occurs and how the item enters our field of vision.
Thus, everything is taken into account by phenomenology insofar as it
serves as an object-for-a-subject. Husserl uses the term "intentionality”
to describe our innate ability to be aware of something. Intentionality
serves as the "indispensable essential idea" for phenomenology in
Husserl's view. This intentionality is thus serial in character, much like
the retentional chain itself. A retention's intentionality is partially satisfied
by the retention it is "of," or the retention it maintains. The retentions
that connect it to the original content, our consciousness, the very
content that is present through these retentions, are what give it its
ultimate fulfilment. Similar to this, a protention's intention is carried out
by and via the protentions that connect it to the impending content. As
Husserl puts it, the intention progresses towards continually fresh
anticipations that are satisfied by moving from anticipation to anticipation
along a continuum of anticipations. Here, we are dealing with two sides
of a single process. The same pattern can be seen in the retentions,
where both the intention and the retention are focused on previous
retentions of the same primary data. According to Husserl, when an
experience first starts, there is no retention of it and, as a result, no
clearly established protention. Retention formation is the first step in the

latter.
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According to the static view of phenomenological science, we can see
the intentional relation of consciousness to its object as a many-to-one
relation, taking into account that there are many different perceptual
experiences as perceptions of the same object.

Genetically, however, we have to think of the perceptual process as
ongoing. (de Sousa 2017). In this isnstance, intentionality involves the
expectation that, as one continues this interpretation, the object will
expand itself until it satisfies the ultimate intention, in addition to the
desire to interpret a series of events as experiences of a certain object.
This emerging anticipation or propensity is a deliberate choice. While
pretending, we focus more on some contents than others. We
concentrate on those that align with our goals. This intentionality links
the actual contents of the experience "back to what preceded," that is, to
the retentions that served as the initial inspiration for our claims. Husserl
therefore had a dynamic view of how a perceptual object appears. Using
intentionality, Husserl explored and documented the essential {or
‘eidetic’, eidetisch - a word Husserl coined from the Greek eidos
meaning 'essence’ or 'form. With the aid of intentionality, Husserl
investigated and documented the fundamental structures. In addition to
the immediate perceptual objects of human sensual experience, these
“things" also comprise so-called ideal and categorical objects and
"objectivities" such as the conditions of the cat-being-on-the-mat. We
are aware of ideal objects like numbers, propositions, essences,
possibilities, and so forth in addition to actual objects. Additionally,
phenomenological reflection can focus on consciousness itself and
examine the fundamental characteristics of conscious acts (perceivings,
judgings, imaginings, rememberings and so on). The unavoidable
function of subjectivity in knowing must be fully understood if scientific

and philosophical knowledge is to be fully grasped
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Section 15: embodiment, volition and nature

Despite how crucial the dimension of time is for human cognitive
function, little is known about its brain underpinnings. It is evident from
examining the variety of occasionally at odds psychological and
neurophysiological models that there is no agreement on how and where
in the brain temporal information is processed (Wittmann & van
Wassenhove, 2009). The pacemaker-accumulator clock concept, in
which a pacemaker generates a series of pulses similar to a clock'’s ticks
and the number of pulses collected over a specific period of time
represents experienced duration, is the most influential model for
prospective time perception (e.g., Gibbon, Church, & Meck, 1984;
Treisman et al., 1990). An attentional gate may open when attention is
focused on time in some variations of this cognitive model. Only after
that do time units start to add up in the counter (Zakay & Block, 1997).
This kind of concept suggests that an observer splits their focus between
temporal and nontemporal processes (Grondin & Macar, 1992). The
experience of duration lengthens as greater focus is placed on the
passing of time. Duration is typically underestimated when we are
preoccupied with other tasks and are so diverted from paying attention

to time.

An approximately 24-hour-long endogenous biological clock regulates
the daily rhythms of numerous biological and psychological systems
(Roenneberg, Daan, & Merrow, 2003). Light-induced circadian clocks
control physiology and behaviour throughout the day and allow an
organism to anticipate and get ready for typical environmental changes.
Circadian physiological rhythms are biologically based time units that

define a day and influence human experience and behaviour (Wittmann
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et al., 2006a). Notably, the circadian clock appears to be connected to
how people perceive time for periods between hours. Human
participants living in experimental isolation have shown that the creation
of an hour interval is proportional to the amount of wake time, but the
production of 5 and 10 second intervals was not found to be related to
individual sleep-wake cycles (Aschoff, 1998). The structural and
molecular characteristics of the circadian clock have long been known,
and they are currently being understood (Merrow, Spoelstra, &
Roenneberg, 2005). However, the neurobiological underpinnings of time
perception and the capacity for anticipating interval timing with respect to
durations of milliseconds, seconds, or minutes have not yet been

discovered.

Our bodies are fundamentally physical, and as such, they are often
investigated using the traditional somatic and material approach of
medicine as well as the observation and measurement of phenomena.
However, MP asserts that there is no clear distinction between personal
space and intelligent and physical behaviour. (Moya 2015). This is how
our body learns to comprehend the environment it lives in. (Refer to
Gallagher and Zahavi, 2008)

According to Aristotle's conception of reality, things that aren't mental
have their own physical existence and are, thus, fundamentally
autonomous. On the other hand, Plato's idealism asserts that reality is
nothing more than a mental construction. Therefore, idealism holds that
all physical things are creations from an earlier, non-dynamic form of
consciousness. In contrast, our perceptions are only ever provided to us
from a certain interactive or conjoined perspective, according to Merleau

Ponty (1945/2011), meaning that our perspective is always pointed in



214

some direction toward something in the outside world (Husserl 1991).
From this metaphysical stance, we are limited to an embodied and
situated relationship with the world, with no access to a pure and
universal viewpoint. Perception would not be possible without a body in
space. Additionally, the ability of the body to move about and actively
explore space contributes to our capacity to see, encounter, and thus
develop a sense of reality. Perception is enabled by having a body that
Is capable of self awareness, but this is only subjectively feasible if there
Is a body. As Heidegger noted, our basic mode of being in the universe
is through our physical bodies, and our consciousness has always had
an experienced, and so embodied, foundation. (Husserl 1991)

The body thus serves as an interface between the subject experiencing
life and the outside world! (Fuchs 2015). In contrast to the objective and
defunct natural attitude and the Cartesian dualism that separates the
physical and mental aspects, Husserl's focus on intentional mental
states sees the relationship between body and mind as having a counter
part in transcendental consciousness or subjectivity, which is constitutive

and fundamental a la Kant!

Husserl, however, argues that the point of departure is how we link to
the world of existence, our experiences of it as part of our situatedness
in physical nature, of which we are both physically situated and
embodied as are others within a physico-spatial environment (Szabo
2015). Being intersubjective entails having both a way of existing as an
object in the world and a way of existing as a subject for the world
(transcendental subjectivity). According to Husserl, a historically
situated, embodied transcendental subjectivity creates the world. There
Is a phenomenological interaction in embodied cognition! The items of

the life world are always purposefully connected through experience and
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embodiment. We cannot separate ourselves from our bodies, in
Husserl's view. Due to the fact that both play a crucial role in the creation
of the living world! The biophysiological body as a material body is not
always the living busy! The duality cannot be broken down by this
distinction between living experience and busyness, though. According
to Husserl's theory of the unity of subjective experience and objective
reality, the body is controlled by a transcendental ego that is not
physically present and uses it as the location of its subjective

perceptions.

Section 16: inter-subjectivity and mind world

Most mental disorders are more or less profound disturbances of
intersubjectivity, which means we have acquired a habit of not
responding in a flexible fashion to the social environment. It is not true
that we can only infer how others are or feel based on a mentalistic
understanding of hidden states or bodily signs or symptoms. (Fuchs
2013). We remain essentially, intersubjective beings living and
interacting in an intersubjective world. It is complicated how the body
and the intellect interact with and within an environment. It is useful to
think of the body and mind as a single entity nonetheless, when trying to
solve this issue. Jaspers thought that one way we did this was via
empathy. The happiness or grief we perceive need not be analogously
inferred; rather it can be shared. What we are faced with when we watch
outer behaviour is not a body or brain. No, what we frequently encounter
via a consciousness mode, is empathy. This enables us to more directly
or indirectly sense the emotions and suffering of others. This gives us a
certain kind of intentionality that has its own form or structure. In

addition, subjectivity and the world are intrinsically linked, and since we
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always interact with other people, subjectivity cannot be understood
outside of this situational context. We can also experience empathy for
others even when they are not there. The environment that we share
with others might be perceived objectively and outside as well. However,
something that can theoretically be experienced by others cannot be
considered objective or genuine. The world is intersubjectively
constructed, and as a result, our perceptions of it are shaped by our

interactions and experiences with other similarly involved people.

Understanding how the mind and the outside world interact is essential
to our comprehension of occurrences. As already mentioned, it is
erroneous to think of understanding as residing within some sort of
container, with the outside world serving as its external counterpart and
its function being to manage mental representations of that environment.
(quote) Instead, the mind may be considered to be much more open in
nature because this is how it is able to interact and relate to the

environment inside and outside of us.

Daesin is not immediately contained; rather, Heidegger observes, it is
already outside, where it interacts with another being in the outside
world. Daesin is still inside, to the best of our understanding, despite
being outside and carrying an object. Heidegger refers to the concept of
the intentional subject, subjectivity, or consciousness using the term
daesin. This is meant to downplay the fact that we are already present in
the world and active in it. As Merleau Ponty reminds us, conventional
ideas of inner and exterior do not adequately capture this relationship:
the world is neither totally within of ourselves nor entirely outside of

ourselves. (Zahavi 2008)
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When one talks about what makes up consciousness, they are not
referring to the kind of mind that creates the world we live in in its own
image or the kind of mind where mental images appear out of thin air or
serve to mislead us about the situation we are in. Instead, the process of
creating consciousness is dynamic, allowing for the phenomenological
appearance of objects and their importance. It is a technique that
enables anything to appear before or before something else that may
otherwise have an impact on us. Naturally, our consciousness is
involved in this process. Although they are fundamentally related, the
intentional experience and the intentional object must be distinguished in
a phenomenological approach to understanding consciousness and
inner time. Although affect and emotion are the subjective components,
they cannot fully describe the object/subject relationship or experience of
perception. In order to analyse intentional objects, we must take into
account the subjective counterpart of deliberate act. Husserl explains
this relationship from a universal standpoint, showing how, for instance,

our awareness creates objective unities of category.

The goal of phenomenology is not to comprehend or account for the
subjective in and of itself. We must, of course, take into account the
subjective experience that makes up the physical world that we share
with others as well as all the different organising factors, mathematical
models, social interactions, and biological, chemical, and psychological
changes that are associated with a given state, both before and after it
appears, and what this signifies and means. This will help us
comprehend the temporal structures and experiential frameworks that
various forms of appearance are tied to. According to epistemological
theory, we may learn more about the appearance, which is

fundamentally, both subjective and intersubjective in nature, in order to
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gain knowledge about the world. This knowledge is not always to be
found in sensory data discovered empirically through observation of

objects in the natural world. (Fuchs 2015)

Section 17: the intentional arc and maximal grip

If the historical view of cognition and concepts is that they provide
mental content for our perceptions and actions, then Kant's famous
adage "Thoughts without intuitions are empty, intuitions without concepts
are blind" comes to mind. What, in Dreyfus's opinion, explains why our
actions make success possible? In other words, if our interaction with
the world is essentially non-minded and non-conceptual, how can we
know that we are reacting to a situation appropriately? How can we
know how to respond appropriately in the heat of the moment? Dreyfus
believes that our behaviour in the world is determined by the shape and
manner of the reality itself rather than by a claim of notions and
cognition. In keeping with this, he makes use of a non-conceptual
method of knowledge that is founded in our motor intentionality, where
the environment's external factors directly control how the body moves.
This is a "world organised in terms of human needs, interests, and
biological capacities without their minds needing to put a meaning on a

meaningless Given," in (Dreyfus's 1997) words.

The intentional arc places these abilities in time-tested recursive action
cycles. Dreyfus defines the purposeful arc as simply "the way our
successful coping continually enriches the way objects in the world show
up,” drawing on (Merleau-Ponty 1945/2011). The purposeful arc is, in
other words, a "feedback loop in which our actions and projections are

drawn out of us by the important characteristics of the world and, in turn,
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affect the way the world presents itself as soliciting us," The intentional
arc, which is defined as a relationship between significant appearances
and their disclosure as attained via repetition and practice, is
summarised as follows. The application of concepts or the observance
of clear standards for behaviour are not necessary for the success of
this nonrepresentational approach of solicitation. Instead, we develop
expert responses to a situation, what Dreyfus refers to as a "maximal
grip", through a non-propositional motor intentionality mode. In this
mode, a person improves their motor intentionality by intuitively picking

up and responding to the meanings the situation offers.

The Maximal grip

Maurice Merleau-idea Ponty's of "maximal grip" (MG), which refers to
the way we use our bodies to try to gain a better perspective in a
situation, is crucial to Dreyfus' explanation of effective coping. In light of
this discussion, | introduce the term "intersubjective maximal grip" (IMG),
which refers to the way we engage with others by anticipating their
actions and adjusting to our individual ideal positions. This is how the
foundation of an ethical attitude develops, and it is woven into the
awakening of the volitional body. Affection makes an initially lifeless
object into a topic for experience and disease. Husserl compares
developing a meaningful relationship with one's body to building a bridge
between nature, which is connected to in this context as being physical
and methodologically as empirical and spirit, matter, and reflection
(Papineau 2009). residing in the area where Husserl believes one might
find an ego and an ethical subject deserving of action, engaging in life,
and making decisions with her will and free will. Husserl believed that

scientific naturalism ignored the existence of the life world as a
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transcendental structure of interpersonal knowing, without which science
could not exist. (Husserl 1970). The life world is a natural presupposition
of sciences, but scientific naturalism ignores the life world's existential
and epistemological supremacy. (Moran et al 2013). The closest
approach to pre and post reflective experience that a subject has is in
nature. Here, according to Husserl, the relationship between the subject
and nature can be seen as a question of realising that we exist as social
creatures that interact in a world that we are essentially a part of. Before
we are anything else, we are all ontologically experiencing objects or

other beings in the world, existing, and interacting with other beings.

(Husserl 1991) claimed that the physical body, which is a pre subjective,
lifeless object, manifests itself initially. In order for the subjective
experience to develop freely within an intersubjective interaction, it is
crucial that natural matter, or the body, and subjective comprehension of
the lived body interact. We are unable to see ourselves at this primordial
level because at the first level of engagement with an environment, the
physical body is nothing more than a stationary object that is not yet fully
created. This must develop as a result of a clinical practuce process in
which one discovers oneself to be innately a part of being there. The link
between this and the lived experience is established in this manner.
From subject hood to living hood, the transition is triggered inside us,
and this becomes a part of the continuing clinical practise dialogue
between client and patient, reflexively increasing our relationship with
nature. Husserl makes a distinction between the somatic body that
objective nature is aware of and the actual lived body that is experienced
and constructed subjectively and manifests as an ownness of body. The

intersubjective healing process starts with the opening up of the primal



221

level, which provides a method of functioning self-realization and also

serves as the bearer of its own sentiments and experiences.

Section 18: the ontological structure of mood

Unlike traditional cognitive science and behaviour, which often relates,
more or less, to mood as a matter of faulty cognitive thinking (Beck
1975) or as some neuro cognitive dysfunction, Heidegger conceives of
mood as dalisclosive affectivity @Elpidorou & Freeman 2015); who& see it
moreover, as a primitive, precognitive mode of bodily existence. Too
many cognitive theories theories of depression posit that people®
thoughts, inferences, attitudes, and interpretations, and the way in which
they attend to and recall information, can increase their risk for
depression and other mood disorders.(Gotlib & Joormann 2010) without
any consideration of the deeper levels of consciousness and being that

elicits such behaviour.

Heidegger refers to throwness or situatedness, being as a gestalt whole,
and revealing what matters to us in the world are the three ways that
Daesin is shown. We acquire pre-reflective and unthematic access to
the world and to people through our moods. Heidegger specifically
mentions the impact of anguish or anxiety, which informs us of our most
fundamental form of life and the way we perceive the outside world.
Instead of using our ability to reason or be conscious, we get grounded

with the world from within our moods.

Heidegger nonetheless, due to his use of language often appears a little
vague, and has come under fire for failing to make a clear distinction

between mood, affect, and emotion. (2008 Ratcliffe 2011). In contrast to
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Husserl, who believed that awareness is what permits us to create a
sense of reality and being in the first place, our emotions help us
determine how we make meaning of the world. While our moods help us
feel grounded and in touch with the outside world. Our moods differ from
our emotions and have different ontological effects than psychological
ones. In accordance with positivist beliefs, cognitive science sees mood
as an internal, subjective mental state that is a reflection of some
timeless reality or an experience with and within an external situation
and environment. Inferring one's mood in this method involves observing
one's external behaviour, such as their facial expression. However,
according to Heidegger, our moods are important aspects of who we are
and how we perceive and comprehend the world around us. Our
emotions, which pre-cognitively shape who we are and how we interact
with others, are not somatic or cognitive side effects. Heidegger
compares our moods to atmospheres, which are present without our
intervention and of which we are a part. Nevertheless, they do not exist
apart from us or outside of our being. They are merely and essentially
present. Our fears are the most revelatory of our moods because they
influence and control how things look to us. They provide a revelatory
dimension. Even when we find ourselves in a certain mood, our attention
Is not on that mood as it would be on a specific affect or emotional
reaction to something. Pre reflectively, we frequently experience moods
without even being aware of them. Whether we are in love, bored, or
simply unconcerned with a situation, we are in fact constantly in, or
existing within, a mood of some type. Any type of theoretical, intellectual,
or psychological disclosure comes after affective disclosure. We are able
to make sense of the world and the lived experience we have because
of our moods, which Husserl claimed to be our conscious experience. As

a result, we can say that we love inside our moods.
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Section 19: Mood, anxiety and cognition

The term cognition, which is derived from the Latin cognoscere, which

meaning "to conceptualise," "to know," or "to recognise," is defined by
Robinson et al. (2013) as simply "information processing." The ability to
process information from the external environment and decide how to
use it internally boosts adaptive power and reproductive success. A
viewpoint that, despite being widespread, is an inherent flaw and, at
best, an insufficient justification in the conventional approach of using
natural knowledge to comprehend human experience. Robinson et al,
(2013) refer to the structure or cognition by making a distinction

between:

(1) sensory-perceptual processes (i.e., early processing and detection of
stimuli); (2) attention/control (i.e., the ability to attend to some stimuli and
ignore others); (3) memory (i.e., maintenance and retrieval of
information); and (4) executive function (i.e., com- plex integrative and

decision-making processes).

Perceptual processes happen quickly, mostly in subcortical and
posterior cortical circuits, while attention, higher-order learning, and
executive functions demand progressively more complex integration of
cortically processed information. These functions are listed in order of
ascending phylogenetic "complexity." Although there are undoubtedly
numerous exceptions, the logical hierarchical structure is formed by

these four main divisions.
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Notwithstanding the aforementioned neuro-cognitive viewpoint, it can be
stated more succinctly that there are specific, everyday reasons for the
motivation of fear and anxiety from a cognitive perspective. These
reasons are frequently attributed to loss of control, an inability to come
up with a coping strategy, and the distinction between state anxiety and
trait anxiety. Loss of control describes a condition in which one's life
experiences unanticipated or uncontrollable circumstances that cause
anxiety and/or depression. Feelings of powerlessness consequently
emerge. Anxiety might be brought on by a task's potential for
unpredictability (Seligman, 1975). Anxiety sensations are brought on by
the incapacity or perceived inability to respond adaptively to a
dangerous occurrence or by the knowledge or belief that there is no
such reaction available. Because anxiety is so unclear, it is the main
factor impeding the development of effective action plans to deal with

the problem (Lazarus, 1991).

Section 20: Mood and biological anxiety

According to the biological viewpoint, overstimulation, cognitive
incongruity, and response unavailability are the three fundamental
circumstances that cause anxiety. When a person is bombarded with
information, it is called overstimulation. Cognitive incongruity occurs
when a person finds it difficult to accept an occurrence, such as the
death of a loved one. When a person is unable to provide a response,
they are in a challenging predicament.

According to the James-Lange Theory, physiological sensations like
heart rate and blood pressure serve as the foundation for emotional

experiences. When faced with a situation that puts one's survival in
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danger, fear and anxiety can be an adaptive response. People go
through a sort of fight or flight reaction. Emotional expression is mostly
controlled by sensory feedback. moderate to mild anxiety It is evident
that extreme levels of worry and dread can harm psychological health,
cause errors in reasoning, and interfere with memory and focus.
However, there is evidence to support the idea that mild anxiety may

have an adaptive function.

Although popular theories (Damasio, 1996; James, 1884; Schachter &
Singer, 1962) suggest a connection between the mind and body,
substantial experimental research has revealed little correlations
between physiological and psychological reactions to stress (Campbell &
Ehlert, 2012). Instead, it has been suggested that anxiety feelings may
be influenced by how people perceive physiological changes
(specifically, how they perceive changes in HR) (Mallorqui-Bague et al.,
2016). Clinical populations have provided evidence for this (Mauss et al.,
2004; Schmitz, Blechert, Kramer, Asbrand, & Tuschen-Caffier, 2012).
For instance, Mauss et al. (2004) discovered that while anxiety was
unrelated to all real physiological responses, it was connected with
perceptions of physiological responses (such as increased heart rate
and sweaty hands) during a speech task (Mauss et al., 2004). According
to a different study, people who were told their HR had increased
expressed more anxiety and had more bodily symptoms of it, as judged
by the autonomic perception questionnaire (Wild, Clark, Ehlers, &
McManus, 2008). This result was constant in both the high- and low-
anxiety groups, demonstrating that people who perceive more HR
activity probably experience higher levels of anxiety (Wild et al., 2008).
As a result, it might be argued that perceived HR, as opposed to actual

HR, is more likely to be substantially connected with anxiety reactions to
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stress. However, this hasn't yet been looked into in a non-clinical

population. Interventions to reduce anxiety experienced during stress will
be more effective if they are based on an understanding of the elements
that greatly contribute to the experience of anxiety symptoms, especially

in a healthy population. (Trotman et al. 2019)

In contrast Heidegger adopts a more philosophical stance in (@ime and
Being01927/1996) when he distinguishes between dread and anxiety as
part of Daesin's journey from commonplace fallenness to authenticity.
Intentional directness is made possible by our attitudes toward Daesin.
However, unlike worry, fear does not make Daesin's completeness
apparent. When one is afraid, they are typically afraid of something
inside. On the other hand, anxiety does not stem from within. For
instance, Freud held that fear, whether conscious or not, was the root
cause of anxiety. A phobia is frequently developed in order to escape
anxiety. Unlike anxiety, fear is focused on a particular object. In contrast,
when one has anxiety, they are concerned about everything at once and
are unable to escape. Other psychiatric viewpoints consider fear and
anxiety to be on the same spectrum, as is the case with comorbidity,
linking fear and mood disorders like bipolar disorder or major
depression, for example, where our fears and agitated and retarded
states interfuse. Although the concept of internal unrest is obvious,
Heidegger does not have this concept of worry in mind. Heidegger's
theory of mood is frequently criticised by empirical research because to
its ambiguity and challenges in identifying the underlying components.
However, moods can show up ontically in our emotions as things that
existed before the emotion. Empirical observation is made possible

thanks to Daesin's attunement. Our emotions let us know what is both
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missing and important, what matters and how it affects us. All of our

potential is a result of our moods.

Benzodiapines, which include the anti-anxiety medications Valium,
Librium, and Alprazolam, assist in controlling neuronal transmissions.
This chemical is produced by the body naturally, although it has not yet
been isolated. The ability of GABA to bind to its own receptor sites is
increased when the benzodiapines bind to the sites (Tallman et al.,
1980). Critical neurons in various areas of the central nervous system
fire less frequently as a result of the GABA receptors opening chloride
channels. The production or release of benzodiapines, which are
required for the quantity of GABA required to control neuronal
transmission, is impaired in those who experience anxiety more than
other people. Benzodiazepines reduce anxiety while also promoting
sleep, muscle relaxation, and a reduced risk of convulsions.
Barbiturates, a different class of medicines, were once used to treat

anxiety.

Section 21: Mood, affectivity and emotion

Heidegger holds the establishment's denial of emotion and affect as just
incidental subjective phenomena to the cognitively objective and outside
world in the highest regard. When Heidegger transmits the idea of a
comprehensive background of caring, which forms our most
fundamental design, i.e., our being in the world and all of our intentions
and subjective interactions with others, he flips the ontological role. This
represents the fundamental teleological aspects of our experience and

the fundamental ways in which we perceive the world.
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The idea of "care” is a state that, from a temporal standpoint, permits us
to view the world as a whole and as a place of potential futures. In this
sense, we are constantly focused on the future while being grounded in
the past (facticity) and positioned in the present (fallenness) (projection).
The word "care" is put before itself as part of its structure. (1962
Heidegger). In this way, our moods and emotions play a significant part
in our actual interactions with the outside world, which cannot be

reduced to theory.

As Heidegger intended, attunement effectively expresses the primacy of
mood. For Heidegger, it illustrates how Daesin's entanglement with the
contexts of the worldd a world that is initially shown by a world of mood
and emotiond is constituted by emotion and mood. In this sense,
emotions and moods are not at all subjective because they are not
reducible but rather exist before the theoretical development of the
subject/object relation. Moods and emotions are not a byproduct of

cognition but rather point to a more fundamental foundation.

Heidegger updates science's idea of emotion to portray it as a cerebral,
disinterested, and uninvolved sideshow to other types of intellect. The
positivist disciplines of physics, chemistry, biology, and even cognitive
science, for instance, must presuppose an understanding of the world
that our sensitivity to it reveals and within which we must exist.
Heidegger emphasises this type of constitution and being, but he
opposes the notion that science should cede its authority to our feelings
and emotions. Even though they may contribute to undercut science's
privileged ontological and epistemological position, feelings do not
replace intentionality. As Heidegger puts it, certain emotional states

might disclose disclosure, allowing us access to the outside world. He
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emphasises that the most grounded of emotions is Angstbor worry.
Heidegger hardly distinguishes between mood and emaotion in this

passage.

We are unconscious of our moods when we are in a healthier midstate.
Moods are typically revealed to us before reflective thought and
undoubtedly before any type of active cognition or volition, which is
outside the scope of their revelation (Husserl). (1962 Heidegger). In this
sense, it is impossible to evaluate moods objectively because doing so
would need us to be in a certain mood. the most effective strategy to
access our personal experiences is to focus on the first person
perspective and how mood and affect are organised. Moods can
interfere with our internal clocks (Fuchs 2005, 2010). For one reason or
another, we can get out of sync with or separated from objective time.
We can get overburdened, which can weaken our emotional support
network and cause additional mood changes, such as feelings of
isolation and indifference, as well as other physiological changes as
bodily functions alternate between accelerating and stalling and lose
their coherence and organisation. (Aho 2007). There is also the
existential aspect to take into account. Temporal distortions caused by
psychopathological diseases can limit our understanding of temporal
possibilities. According to Husserl's concept of a temporal structure, we
constantly switch between memories of the past and predictions of the
future. In certain mood disorders, one may become mired in the past or
the present. Ratcliffe (2015) and Fuchs (2005). This may have an impact
on our sense of self, mineness, and identity (quote). Mood problems
might diminish the significance we place on our lives. A variety of

unwelcome aberrant events take the place of regular, everyday
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experiences, thus limiting the future and imprisoning us in the past and

present.

Section 22: Summary

Pursuing a methodology principally based on Heidegger® ontological
and conceptual ideas of mood and Husserl® foundations of
consciousness and time consciousness is the author® view the most
suitable choice given the topic under study, the nature of the participants
and their participation and the context of the experiences being
analysed. The aim has been to remain as faithful to tradition as possible,
to Husserl® notion of temporal structure and the psychological or
scientific reduction that aims to support empirical observation. This is not
a study in transcendental consciousness. Rather the aim has been to
pursue a phenomenological, psychological and subjective account of
temporal alterations in lived experience, as they relate to mood
disorders. The proposed methodology has presented the key
components of time consciousness and mood to help position the
research ontologically and epistemologically, in terms of gaining a better
subjective understanding, from a temporal perspective, what it means to

experience a mood disorder
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Chapter 4: Method

Section 1: a method of description

Karl Jaspers provided the most thorough historical account of
psychiatry's theoretical underpinnings between 1913 and 1954 in a
series of volumes. The text had little influence at the time on psychiatric
practice and research in the English speaking world. His conception of
psychopathology gave phenomenology, understood as a methodical
investigation of the patient's subjective experience and point of view, a
clear emphasis. The "conscious psychic event" was the subject of
psychopathology at the time, necessitating a thorough investigation of

both individual experience and subjectivity.

Since the release of DSM-III in 1980, and the introduction of a more
strictly controlled operational structure, the basic behavioural criteria, or,
most commonly, observable and reported signs and symptoms, have
been used to identify psychiatric disorders. In essence, making a
diagnosis according to the DSM-5 and ICD-11 diagnostic manuals
involves determining if a sufficient number of criteria are met. In somatic
medicine, symptoms and signs are viewed typically as epiphenomenal
with relation to the actual sickness, which is often related to as some

form of biological imbalance.

Section 2: empathy

The ability to mentally put oneself in another person's shoes in order to

comprehend their feelings, point of view, attitudes, and propensities to

act in a certain scenario is referred to as empathy (Gorden, 1969).
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Edmund Husserl (1952) sometimes referred to it as drading placesd
while Alfred Schutz (1973) referred to a dnterchangeability of
standpointso This is of particular importance to the notion of inter
subjectivity, as a shared interaction of experience. (Fuchs) The
psychological concept of "empathy" is more frequently found today in
therapeutic literature than in theoretical or methodological literature. In
reality, many psychologists have utilised the idea of empathy to describe
the clinician's presence with a client (Allport, 1937; Rogers, 1951,
Sarbin, Taft, & Bailey, 1960; Wiens, 1976; Schafer, 1983).

Section 3: introspection and description

Beginning with Jaspers, and unlike in mainstream psychiatry, where
diagnosis refers to a description of signs and symptoms, and where
observation relies heavily on a behaviourist framework and
introspection; phenomenology on the other hand, is seen as providing a
different and yet empirically reliable description of human experience.
First and foremost, phenomenology is not self-analysis. Rather than
being opposed to introspection nonetheless, it offers a mechanism for
recognising and outlining the fundamental characteristics of
consciousness. However, this does not imply a return to introspection;
rather, the emphasis is on how an experience is planned or brought into
consciousness, as well as on making the procedure scientific and
rigorous. Any reference to directly observing an experience does not
necessarily imply a return to introspection, i.e., as a process of turning
inward per se, (Thomason 2003), whether that is done via a first person
reporting basis or by way of a third person. Rather, it refers primarily to
the way the thing we are experiencing is provided to us via our

consciousness. Concerns about the most effective way to accurately
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capture the specifics of specific episodes of experience, however, have
little impact on phenomenological reflection because it is more interested
in fundamental patterns. Furthermore, many of the sceptics' objections
to phenomenology assume an extremely objective account of
experience, which phenomenology often rejects. The study's main focus
Is not transcendental philosophy, therefore the investigation of the
fundamental causes of phenomenological scepticism has little to do, if
anything, with concerns about introspection and similar issues. Instead,
it entails doubts about the viability of that school of thought. The primary
obstacle that phenomenology faces is proving the authority and

legitimacy of its unique approaches in contrast to naturalism.

Section 4: first, third and second person perspectives

It is believed that first-person and third-person points of view or
perspectives, which respectively correlate to knowing ourselves and
knowing the world around us, are fundamentally different from one
another. We frequently comprehend the distinctions between the two
points of view in terms of how Thomas Nagel (1974) described them.
Nagel made a point of our incapacity to have a first-person experience
comparable to that of the bat by posing the question, "What is it like to
be a bat?" Despite the fact that we have conducted third-person
research (i.e., learned about the bat's echo-locatory system), we have
been unable to fully understand the bat's first-person subjective
experience, or "what it is like" to be a bat. When analysing how the two
views are related, researchers frequently refer to the issue of "epistemic
asymmetry." Metzinger (1995, p. 215, emphasis mine) writes: One of the
basic problems in developing a theory of consciousness is the so- called

@pistemic asymmetry. ®e know of conscious experiences in two
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essentially different ways: through direct inner acquaintance, first person
perspective and through access from the outside, i.e., the third person

perspective.

The subjective and intimate interaction between the patient and
psychiatrist must be taken into consideration during the diagnostic
procedure if it is not to further dehumanise sufferers. Binswanger was
the first to suggest that personalities need to be intimate with one
another. As in traditional realism methods to diagnosis, the patient is
considered as being significantly different from an object or research.
According to this viewpoint, actual symptoms are reliably and
subjectively described. Physical symptoms that are meaningless and
unrelated to one another are not present inside of a person. (Urfer &
Parnas 2017). Patients are complete individuals, thus a fast diagnosis
should not be made just on their early complaints. An anxiety condition
should not automatically follow from feeling anxious about something.
Determining a person's psychopathological condition shouldn't be based
solely on their current mood or facial expressions without considering

the context, meaning, and other actual lived events.

A second person is necessary for the psychiatrist and patient to have
meaningful interactions; a "l it" third party relationship is fundamentally
different from a "I thou" relationship. Between the patient and the doctor
or psychiatrist, there is a stronger sense of reciprocation, which leads to
the emergence of a dialogue and communication. (Buber 2010). In
addition, (Longo & Tsakiris 2013. (Stanghellini 2007) speaks of the need
to comprehend rather than to categorise. He also makes reference to

the notion of an intersubjective connection by connecting several
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meaning perspectives. This clearly differs from the traditional

clinician/patient interview.

Section 5: the interviewing standard

Structured clinical interviews have evolved into the gold standard in
psychiatric interviewing thanks to criteria-based diagnosis. They often
take the form of prewritten, preconceived questions that are delivered in
a specific order. The majority of the research on psychiatric interviewing
compares the relative efficacy (levels of sensitivity and specificity) and
dependability of various interviewing techniques. The more fundamental
theoretical question. What is the epistemologically appropriate method of
obtaining psycho-diagnostic information, is typically usually not
addressed. (Parnas 2007).

The interview guide for making the key DSM-5 diagnoses, though
viewed as semi structured is called the Structured Clinical Interview for
DSM-5 (SCID-5). A clinician or other qualified mental health practitioner
who is acquainted with the DSM-5 categorization and diagnostic criteria
administers it. The American Psychiatric Association published the
Structured Clinical Interview for DSM-III-R1 in 1990 with the goal of
improving the accuracy of psychiatric diagnoses. Since then, it has
evolved with the DSM through numerous updates and additions. One of
the most often utilised diagnostic tools in clinical research is the
Structured Clinical Interview for the DSM. The psychometric properties
of the current Clinician Version of the instrument (SCID-5-CV) have not
yet been evaluated. 2019 Osorio et al. As stated by (First & Caban
2011) The Structured Clinical Interview for DSM Diagnosis (SCID) is a

semi structured interview that is used to make the major DSM-IV Axis |
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Disorders (SCID-I) and Axis Il Personality Disorders (SCID-II)
diagnoses. However, unlike fully structured clinical interviews (such as
the Diagnostic Interview Schedule), the SCID cannot be conducted by
lay interviewers. Since its debut in 1986, the SCID-I, the most
extensively used tool for evaluating Axis | disorders, has been utilised in
thousands of research studies. The goal of such a "quasi experimental”
approach is not necessarily to engage in empirical control of
subjectivism, but to minimise it, and thus to optimise inter-relator
reliability. Although many interview tools frequently claim to be "semi
structured" ( Osorio 201) they are typically administered in a highly

structured way.

However, the main object of psychiatry should not be optimise inter-rater
reliability, nor should it strictly speaking have anything to do with blood
pressure, body temperature, or a somatic examination of a broken limb,
but instead it should regard the examination as that of an entire and
unique person (quore). Here, the psychiatric "object" is different from
that of the majority of other medical specialties. Just as studying brain
cells under a microscope will never reveal awareness, treating people
like mere things will never reveal who they are (quote). In fact, the notion
that one must be objective in the realist sense of depersonalising the
other into a "object" of study in order to have an unbiased scientific
understanding of the other is a misconception that, as Laing notes, has
nothing to do with controlled science The clinician must deal with both
the experiences of the other person and his or her own experiences of
that person because people are the centres of experience and the
origins of acts that exist in social fields of reciprocal and intersubjective

impact and interaction. (Fuchs 2013)



237

No matter how consistent, trustworthy, clear-cut, or scientifically
designed the principles behind psychiatric structured interviews may be,
they are still far too limited and constrained to adequately explain,
describe, or comprehend the complex behavioural nature of bipolar
disorders. Observing the kind of conscious lived phenomenal
experiences that could aid in a deeper understanding of what it means to
live with a bipolar disorder or kindred disorder is most definitely not an

approach that is suitable or appropriate.

The difficulty in observing complex disturbances and connecting them to
an underlying structure or causal pathway was highlighted by and for
cognitive science. This difficulty was first noted by researchers like Carl
Jaspers and Minkowski among others, and has since been taken up by
writers and researchers currently investigating psychopathological
disturbances (Fuchs 2013, Stanghellini 2016)

In a fully structured interview, the patient is asked pre-determined
guestions in a predetermined order, and the answers are rated as
positive, negative, or threshold. The completely planned interview is
predicated on a number of presumptions that must be rigidly fact-
checked. A different strategy is provided by a conversational related,
phenomenologically focused, semi-structured interview conducted by a

reliable trained and experienced psychiatrist.

The "structured" portion of the "semi-structured interview" entails a list of
items, which is often a compilation of pertinent scales. In order to assess
these items once the interview session is over, the interviewer must elicit
enough information (see EAWE below). The interview here, however, is

conducted in more of a conversational style. The patient's story is
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followed by questions that are contextually appropriate and follow it, but
there is also always the chance to ask for further information or
examples (this includes the possibility of a gentle interrupting and
changing the direction of the interview). The patient's spontaneity, recall,
and reflection are actively encouraged. Answers that are "yes" or "no"
are never sufficient; instead, a patient's explanation must always be

extrapolated before it can be used.

A clinical examination of bipolar and other mood related disorders from a
temporal perspective provides an opportunity to examine the subjective
structures that constitute and enable normal and abnormal experiences
of time via our consciousness, following (Husserl) traditions. Despite
being clearly obvious in the condition, present-day narratives tend to
understate the effects of temporal disturbances in mania. They do not
meet the DSM-IV, DSM-5, ICD-10, or the ICD-11 Beta Version's
definition of a manic episode. Diagnostically important information only
relates to how frequently and how long manic episodes occur and where
they fall in time. Time lived is not taken into account. The disease,
however, revolves around the anomalous experience of time. Manic
episodes are a "manifestation of a mental sinking in time," as Eugene
Minkowski had already observed (Minkowski 1970: 296). See
(Moskalewicz & Schwartz 2020). Likewise in depression: people who are
depressed frequently describe changes in their perception of time, with a

common complaint being that time has stopped or slowed down.

According to reports, depression can cause a variety of qualitatively
distinct changes in the way temporal experience is organised.
Additionally, the disparities between these alterations, which are a part

of a continuous spectrum, are not taken into account by the present
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diagnostic categories, such as "major depression,” or necessarily
factored in by any standard interviewing technique, that might help
address the question: what kinds of temporal experiences are related to
depression specifically and potentially uniquely, is a good starting point
for the research. (Ratcliffe 2012, 2013, Soreca, et al 2009)

Section 6: The Examination of Anomalous Self-experience

The Examination of Anomalous Self-experience (EASE, Parnas et al.,
2005) and its supplement, as well as the Examination of Anomalous
Experience (Sass 2003), are two of the most pertinent
phenomenological interview methods (EAWE, Sass et al., 2017).
Although they are fundamentally similar, the two relate more to changes
that arise from and are tied to more worldly and external objects, with
the former paying attention more naturally to disruptions in normality as
they relate to the internal self. (Fuchs 2017). These interviewing
methods draw on the Husserlian tradition and include historical accounts

of phenomenological psychopathology

Due to their semi-structured architecture, it is possible to examine the
patients' subjective experiences in-depth in relation to corporeality,
temporality, spatiality, and intersubjectivity within a formally prescribed
framework. This prevents the descriptive task from being entirely ad hoc,
as the interviews include predetermined domains and items to direct the
evaluation of the patient's experience within certain bounds and to

predetermined degrees (Sass et al 2017).

The initial goal of the EASE and EAWE was to investigate and

comprehend the experiential and behavioural characteristics of
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schizophrenia spectrum disorders in individuals. These interviews
provide in-depth accounts of ipseity or pre-reflexive self disorders. See
(Sass, 1992; Parnas & Handest, 2003; Sass and Parnas, 2003; Parnas
and Sass, 2008; Raballo et al., 2009; Fuchs, 2010b, 2013a; Sass et al.,
2018). (Sass, 1992; Parnas and Handest, 2003; Sass and Parnas, 2003;
Parnas and Sass, 2008; Raballo et al., 2009; Fuchs, 2010b, 2013a;
Sass et al., 2018). EASE has been translated into more than 10
languages, including German, Danish, Spanish, Italian, and French.
EASE and EAWE have had significant global impact on clinical practise
and empirical research in psychiatry and psychology. EASE and EAWE
represent characteristics of the patient's atypical experience that are
valuable for both diagnostic and psychotherapeutic research, i.e., they
can be used as tools in both clinical settings and in psychotherapy

studies.

However, while the treatment of mental disease has made less
progress, phenomenology psychopathology has concentrated
exclusively on the question of psychiatric diagnosis. Only recently has
research on mental disease treatment gained more traction, thereby
affecting the practise of psychotherapy (Fuchs et al., 2019). A semi
structural technique such as EAWE, which adheres to phenomenological
traditions and Husserl's descriptive framework, offers the chance to
conduct an empirical study of the relationship between the experiencing
subject and the object of their experience from a variety of dimensions,
including spatial, temporal, and intersubjective, and thus fits in with the
dimensional approach to diagnosis. (quote). Particularly, the EAWE is
intended to serve as a diagnostic tool to identify the essential qualitative
and quantitative characteristics of different mood disorders as they relate

to the material and outside world.
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Time is a vital aspect of how we experience the world (EAWE), as well
as how we perceive ourselves while we are actively experiencing
ourselves in this world. (EASE). Despite the fact that mood-like
characteristics are notoriously difficult to consistently identify since they
can change, they are nevertheless an essential component of the same
experience that must be recorded and reported. (quote). It's possible
that different senses of anomaly are not limited to just certain illnesses.
Time slows down or comes to a standstill is just one of the items on the
list that shouldn't be used to describe specific symptoms. However, a
variety of distinct phenomena could be linked to a single structural and

temporal abnormality.

The experience of abnormal time by patients as a sensibility and as an
objective phenomenon is one thing, but observing, analysing, and
describing those anomalies subjectively, reliably, and
phenomenologically while adhering to a designated and formal structure
Is quite another (Giorgio 2017). Clinicians must deal with both the
experiences of the other person and their own experiences of that
person because people are the centres of experience and the sources of
behaviours that occur in social fields of reciprocal impact and interaction.
Second person perspectives are key to establishing trust and an ethical

balance in the relationship. (quote).
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Part 2: the research process

Section 1: event and participation

For Husserl, (2008/1937), matural cognition begins with experience and
remains withine x p e r i (g5). Setlde naive description is the first-
person account of the experience as it was lived and understood by the
participant in his or her everyday common sense mode of
understanding. Since no other person can co-experience the subjective-
psychological perspective of any lived through experience with the
participant, the preferred ir e ¢ oof sdch an experience exists within the

consciousness

A review of theoretical perspectives in communication and Internet
research identified fonline participationoas one of six emerging global
themes (Rice & Fuller, 2013). Rice and Fuller found that the number of
articles addressing participation increased dramatically in the previous
decade, in fact, among the six identified themes, the topic of
participation experienced the strongest growth in interest. Motivation to

engage in the research was a key factor reported by the participants.

A research event was set up by via a Facebook Page in early January
2022, which was created just for the research and include only
information relevant to the research. It was advertised generally to
anyone any age throughout the UK. During a two week period prior to
going live, a number of research articles were posted online, on the
Facebook page, highlighting and explaining various things to do with the
research, to help potential participants understand more fully what the

aim was and what was intended and help potential participants to
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choose freely whether to engage or otherwise. The event went out live
on the 14/1/2022. In excess of 100 people listened to the event live, after
which around twenty potentially interested parties contacted got in

contact.

Unlike quantitative research which requires a standardisation of
procedures and random selection of participants to remove any potential
influence of external variables and ensure generalisability of results, the
choice of subject selection in qualitative research is more purposeful;
participants within this context, were selected on the basis of their ability
to understand, engage and likelihood to complete the process. Those
whO had an understanding of the phenomenon under study were further
motivated. (Cresswell 2009). Hence, one of the most important tasks in
the study design phase is to identify suitable participants. | had several
conversation with prospective participants, around six in all, before
finalising the numbers. A number were unsuitable due to the degree of
their disorder or because they did not seem to fully understand the

responsibility and thus could not give their consent freely and untainted.

Section 2: sample size

The choice of sample size is important. It has to be sufficient to be
worthwhile but must manageable too, in terms of the time scale and
schedule of work involved. Whereas quantitative research requires
statistical calculation of sample size a priori to ensure sufficient power to
confirm that the outcome can indeed be attributed to the intervention,
qualitative research generally and phenomenological research in
particular, the sample size is not generally predetermined. Each

participant was chosen on individual merits and treated as an individual
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case. The number of participants depends upon the number required to
inform fully all important elements of the phenomenon being studied.
That is, the sample size is sufficient when additional interviews do not
result in identification of new concepts, an end point called data
saturation. To determine when data saturation occurs, analysis ideally
occurs concurrently with data collection in an iterative cycle. This allows
the researcher to document the emergence of new themes and also to
identify perspectives that may otherwise be overlooked.in this particular
lay case the six participants were interviewed three times each. Any
more than six participants would have made the task of analysis more

convoluted.

Section 3: informed consent

Informed consent (see appendix 1) is one of the founding principles of
research ethics. (Byrne 2001). Its intent is that human participants can
enter research freely (voluntarily) with full information about what it
means for them to take part, and that they give consent before they
enter the research. Consent should be obtained before the participant
enters the research (prospectively), and there must be no undue
influence on participants to consent. The minimum requirements for
consent to be informed are that the participant understands what the

research is and what they are consenting to.

There are two distinct stages to a standard consent process for

competent adults:

Stage 1 (giving information): the person reflects on the information

given; they are under no pressure to respond to the researcher
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immediately.

Stage 2 (obtaining consent): the researcher reiterates the terms of the
research, often as separate bullet points or clauses; the person agrees
to each term (giving explicit consent) before agreeing to take part in the

project as a whole. Consent has been obtained.

Section 4: operationalising the interview process

Due to the social interaction constraints brought about by Covid 19 and
the fact that the participants were situated all over the UK, the research
interviews were conducted by Zoom. Advances in communication
technologies offer new opportunities for the conduct of qualitative
research. Among these, Zoom, an innovative videoconferencing
platform, which has a number of unique features that enhance its
potential appeal to qualitative and mixed-methods researchers. See
(Archibald et al 2019). Literature on the use of video and conference
technology, also known as Voice over Internet Protocol (VolP)-mediated
technologies (e.g., Skype, FaceTime)d for online qualitative data
collection is limited (Lo lacono, Symonds, & Brown, 2016; Sullivan,
2012; Weller, 2017). Despite advantages including convenience and
interactivity, qualitative researchers have discussed a number of ethical,
practical, and interactional issues associated with the use of VolP
technologies such as Skype (e.g., Seitz, 2016; Weller, 2015). Typical
issues associated with using Skype reported in previous studies include
dropped calls and pauses, poor audio or video quality, and the inability
to read non- verbal cues as a result of inconsistent and delayed
connectivity (Deakin & Wakefield, 2014; Weller, 2015). As with

comparable plat- forms like Skype, Zoom offers the ability to
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communicate in real time with geographically dispersed individuals via
computer, tablet, or mobile device. However, unlike many other VolP
technologies, Zoom possesses a number of additional advantages that
enhance its potential research utility. A key advantage of Zoom is its
ability to securely record and store sessions without recourse to third-
party software. This feature is particularly important in research where
the protection of highly sensitive data is required. Other important
security fea- tures include user-specific authentication, real-time
encryption of meetings, and the ability to backup recordings to online
remote server networks (fthe ¢ | o)wwdlaral drives, which can then be
shared securely for the purpose of collaboration (Zoom Video
Communications Inc., 2016).Secure data recording, storing, transcribing
and processing was of paramount importance, as well as functional

competence and practicality, in choosing the zoom platform

Section 5: operationalising the data collection

Three separate interviews per participant per participant were conducted
using Zoom technology, and which were recorded between April and
July 2022. There were 6 participants in total. The interviews lasted
between 30 and 60 minutes. All participants were female, with the
majority aged between 35 and 55 years. All the participants had
reported, prior to the research beginning, various symptoms of bipolar or
depression; and all participants historically had previously been clinically
diagnosed with either bipolar or a similar mood disorder and were still
taking some kind of medication as a result. The participants were
located in the UK. The interviews were securely recorded using Zoom
and once completed they were down loaded and kept in a research

folder on my laptop. Nobody else had access to that lap top at any time.
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The Audio (but not video) recordings were sent for transcription securely
to an organised called: www.dictate2us.com. They were returned within
five working days and returned to their original folder. No one else had

access to the transcriptions during this process.

Section 6: ethical practice

Phenomenology offers an ethical framework that is ideal for mental
health therapy by giving a variety of sympathetic instruments to observe,
describe, and comprehend patients' worldviews. It can be used to
determine the intersubjective relationship and, in a sense, clarify
normality in a social and environmental setting. (Gendlin, 1961a). The
diagnostic and therapeutic process is not solipsistic in character but
rather intersubjective. Both the patient and the therapist participate in
and help to shape the shared experience. Empathy is enabled and made
feasible by open, trustworthy, and sincere involvement, free from
erroneous diagnostic assumptions, being free of moral judgement, as
well as having a sense of conscious knowledge and emotional
responsibility. (Gendlin 1962). This helps to some extent reduce
professional and cognitive bias that is brought about by traditional
established rule systems. Conceptual bias only presents a limited
shadow of the inner reality and conflict that envelops the meaning, in
contrast to the richness of the felt and lived experience. Enabling a pre-
conceptual flow of consciousness and emotion is crucial. It is not as
important what this implies conceptually or otherwise to certain people.
(Gendlin 1961a). The schizophrenia study used by Gendlin
demonstrated the significance of understanding a person's circumstance
from their loved body experience and doing so by going beyond only

verbalising emotions and sensations empathetically. The philosophers
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who have used Husserl's ethical framework to deepen their knowledge
of mental illness and to hone their methodological approaches to clinical
practice are included in Spiegelberg's (1972) book on phenomenology
and psychiatry. Husserl, according to Ferrarello (2017), uses a pre-
conceptual affective and emotional approach to perceiving the world

empathically in addition to a well-reasoned one.

Chapter 5: Analysis, findings and discussion
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Section 1: The Descriptive Phenomenological Psychological Method

d he Descriptive Phenomenological Psychological Methoddéwas used to
frame and analyse the data (Giorgio 1985, 1986, 1998, 2010). It
provides a trusted five-step research system with Husserlian
Phenomenology as its philosophical foundation, (Giorgio & Giorgio 2017,
Englander & Morley 2021). This method was deemed valid because it
has a phenomenological orientation at its core and has been specifically
designed as a semi-structured format that offers both flexibility and
control to capture anomalies. The majority of the questions came from
within the EAWE guidelines. 2017 (Sas et al 2017, Fuch & Van Duppen).
Giorgi (2009) had to adapt Husserl's technique for psychology because
Husserl was a transcendental philosopher, aiming to analyse inner
consciousness. In doing so, Gi o r 198%;82809) five-step method
offers the systematic rigour of "science" without treating the subjects of
the study in a reductionist manner. Admittedly, the approach is more

discovery-focused than verification-focused, for scientific purposes.

Section 2: trusting the data

When a scientist trusts, he trusts the data first and foremost (Luhrmann
2001). This is the conventional perspective on evidence. As a result,
scientists are frequently taken aback by psychiatric descriptions. They
think that data analysis needs to be expanded outside the person in
order to find testable, generalizable independent positivist proof. Unlike
quantitative analysis, qualitative research aims to contribute, as (Jaspers
1912) put it, to a more "genetic form of understanding,” as opposed to a
"complete proof based static explanation." This requires empathy and

knowledge of the value of second-person interview perspectives. In this
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regard, psychopathological research differs from quantitative research in
the nature of the methods used to choose participants, analyse data,

and ensure rigour.

Through the development of specific themes in relation to the selections
of individual subject statements, the aim was to optimise evaluation of
the degree to which the statements exemplified a given theme, and to
help to uphold theoretical neutrality and avoid individual bias. The use of
an iterative process to examine specific aspects of selected statements,
including identifying with the relevant themes, as per the overall
description, ensured the research analysis adhered to the original
narrative structure, to enable it to remain line with the thematic structure

that emerged.

The significance of natural science is not diminished by this, though.
Jaspers believed that mental diseases were at the nexus of subjective
experience, genetic, neurological, and everyday social and cultural
contexts. In other words, because they are dynamic and complicated,
mental diseases first affect people's consciousness and emotions before
having any noticeable effects on their cognition or behaviour. Heidegger

and Husserl

Section 3: observation of data

Observation of anomalous events is in this context, limited to and
accessed by what is present in one's consciousness, a process which
has no equivalent in somatic medicine. Unfortunately, despite being
innovative at the time, Jaspers' ideas did not fully understand how a

phenomenological style of analysis is carried out. Husserl had not
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developed his process of reduction at that time. Although Jasper's goal
was to theoretically explain descriptions, he soon realised that he
couldn't do so because the notion already gives the means for
completing the description. Husserl emphasised the importance of
focusing on the basic building blocks of consciousness, experience, and
existence as a solution to this issue. He believed that phenomenology
was fundamental to human experience and served as a way to get back
to the objects themselves when one went from conscious experience to
concept level. Various organising structures that the human subject
brings to the cognitive process are understood as enabling the
perception of objectivity as a function of the human subject. Thus,
phenomenology was shown to be more than just the study of abnormal
experience; it is also similar to psychiatric, neurological, and other

therapeutic studies that provide insights into emotional problems. (quote)

Although Jaspers provided phenomenological explanations of unusual
subjective experiences, he did acknowledge that "psychological
phenomena" or "psychic events" must also be researched using
techniques for behavioural description and other performance measures,
all of which must be taken into account in their causal relationship with
neural structures and other biogenetic processes. However, as he
himself noted, psychiatrists are never interested in brain events in and of
themselves; rather, they are only interested in these events in relation to
causation with what happens on the conscious level. Because of their
connection to mental experiences that can be reliably detected based on
prior experience, brain states only have the significance they do.
According to Jaspers, a phenomenological comprehension of the lived

experience must always come before a clinical diagnosis. Step by step
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caution is advised, and one should not make snap judgments or

explanations.

Section 4: analysis of the data

Phenomenological research always begins with a description of an
experience that can be understood psychologically; in this case, | refer
to an anomalous experience of time. Time here is understood to be
subjective in nature. The description of such instances was obtained by
means of an interview; in this case, a semi structured interview. The
purpose of the interview is to have the participant describe in as faithful
and detailed a manner an experience within the context of a situation or
event, within which the experience took place. Not to describe the event
or situation per se. The transcription of the interview, precisely as it

emerged, was used as the raw data of the research.

To remind readers of the different stages of the analysis: firstly the whole
transcriptions were read through as a gestalt and situated description,
assuming the attitude of the scientific phenomenological reduction.
Having read the descriptions, the parts are delineated to meaningful
units. These are described as a psychological perspective mindful of the
topic under study. And mindful of the transitions, the meanings are
experienced and better understood, having read and re read the data.
Prior to the creation of a structure being established, the transformed
meaning unit expressions, as the basis for describing the psychological

structure of the experience

The determinations of optimums and concordance by the relating to

calculations of variation, in line with the, psychological reduction, as well
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as adhering closely to the structural themes that emerge, and to the
alterations of one® perspective, as a means of deriving the most
essential description and to establish a measure of understanding and
validity, and in doing so, overcome any limitations that the descriptions
of the participants @xperiences initially posed. (Turleybetval 2016). It& is
not a priori certain that their experiences of time are psychologically
equivalent to their everyday understanding of it. (Giorgi & Giorgi 2017).
Finally the most essential temporal anomalous aspects of the
experiences, in line with the psychopathological and psychological
context of the study, are considered in line with a Husserl& view of
normality and abnormality and in particular concordance (Heinamaa &
Taipale 2019). (See also Merleau Ponty 1995). This information remains
largely unreachable from a third person perspective. The establishment
of a subjective structure of meaning allows us to consider what it is like
for people suffering from mood disorders to experience the world from a
temporal perspective, (Fisher 2014), following in the footsteps of
Minkowski, Jaspers, Binswanger and others, whilst remembering that
the psychopathological is not merely a matter of measuring abnormal
experience, as a deviation from a sense of normality. Anamolous
ecoereimcesvof time can also be understood essentially as establishing
their own kind and sense of normality, from an existential perspective.

Any sense of abnormal experiences is not viewed here as being artificial
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The analysis was done in accordance with the guidelines set out in
(Giorgio & Giorgio 2017):

Step 1

Immersion in the specifics as they relate to a specific event-related
description as a whole, to get a sense of the entire character of the
experience being subjectively experienced and described. See appendix
4

Step 2

Adopting the phenomenological psychological attitude and the practice
of the epoche and the suspensions of beliefs and the natural attitude,
means putting aside the idea that all things can be explained by the
physical causes of natural science, in the search for meaningful
descriptions (Giorgi & Giorgio). In this instance, it refers to reducing the
subjects of conscious experience of time to a broad psychological
explanation of the experience under investigation, as it currently appears
to manifest itself. At this point, there is no assertion of epistemological
knowledge or ontological validity. The main objective is to identify
significant units that relate to the event. To accomplish this, a more in-
depth analysis was conducted, and parts of descriptions were given
more specific meaning and attention, and, after reading the transcript
descriptions again, psychologically significant aspects of the temporal
experience were correlated in a second person sense with that of the

researcher.
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Step 3

Because the descriptions were quite lengthy, they were divided into
distinct sections. In this step, meaning units are transformed into
psychologically sensitive expressions (Giorgio & Giorgio 2017). See
appendix 5. Meaning distinctions intended to be psychologically
pertinent with regard to the issue under study. Aspects of the
participants' reality are gleaned from the common expressions recorded
in the original data. In relation to the subject being studied, these must
be made psychologically explicit. Any personal relevance is viewed as
having contextual worth first and foremost, as well as psychological

phenomena and the meaning they carry

Examining the essence of a mental experience, whether it be a
straightforward mental act or understanding the structure of time created
by consciousness itself, is a key component of essential and eidetic
variation. The goal is to identify the absolutely necessary and
unchangeable elements that define the mental perception. Eidetic

variation is a technigue used to do this (Drummond 2009, Zahavi 2010).

Husserl believed that variation began with the intuitive selection of an
example of the phenomenon under study as one potential variation
among an infinite number of alternatives. Until a variation is generated
that changes the phenomena into something else, the process will allow
objects to appear as instances of the same phenomenon. When one
establishes a horizon within which the item can vary without losing its

identity as a thing of that sort, they arrive at a key understanding of the
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structural invariants, which is to see the essence of the phenomenon
(Husserl 1970, Zahavi 2003).

In quest of the core of a particular experience, free creative variation is a
dynamic process. For instance, changing a specific dimension of a
temporal experience entails asking whether the experience is shorter or
longer than usual, whether it has ended, etc. This aids in determining
what the fundamental structure may be that underlies an abnormal
perception of time associated with bipolar disorder (BD), such as how it
differs from a typical lengthening or shortening of time, or from an
experience of mania or unipolar depression. (quote). More so than in the
initial conscious experience, the experience's key components are
detailed in detail, along with its primarily dynamical elements and how
they relate to one another so that the temporal distortions can be more
clearly perceived and comprehended. As a result, when a participant
repeatedly mentions being in a "relationship” (a major topic), the
meaning for her is psychologically elicited in terms of the importance of
relationships in the description of the experience throughout the
interview. A shift in the definition of relationship to "togetherness”
clarifies the sensation of losing it and enables us to understand what it
means to the participant. The purpose of this transformation is to create
a psychological structure that maintains the original description while
also adding psychological sensitivity to the phenomenon under study.
Transforming a given number of meaning units in this sense entails
determining such a structure. This does not include faithfully reproducing
the original experience, but rather bringing it to light in order to make it
more visibly obvious. In 2017 (Giorgi et al.). Thus, a description of the
first person event as it happened in the third person is produced. To

determine what is genuinely important and significant to the experience,
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in this case time, and the most pertinent and consistent features that
clearly explain the participants' relationship with it, an imaginative
variation approach is used. Not every meaning unit is altered. This

depends on how mentally wealthy they are.

Step 4

The determination of the subjective structure, see appendix 6,

means that the meaning derived from the disclosures of the participants 6
experiences are expressed with further and heightened psychological
sensitivity, of time related anomalies. What is truly essential to an
understanding of the experiences is sought through a process of
imaginative variation. The purpose of which is to carefully describe what

they mean in each case to the participant.

When considered collectively and generally using a comparative
technique, the researcher synthesises the overall structure of the lived

experience from the participant's modifications (Giorgi, 2009).

The experience is generally organised as a descriptive paragraph that
analyses the lived experience of the research subject from a
psychological standpoint. The fifth stage of the analysis involves
synthesising the experience's psychological components into the overall
psychological structure. Constituents differ from the concept of elements
since they are context-dependent (Giorgi, 1985). As a result,
constituents are required to be a part of the complete system and cannot
live independently of one another. This technique is based on the notion
of parts and wholes in phenomenology. Plato and Aristotle, not

phenomenology, invented the concept of parts and wholes, claims
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Sokolowski (2008). But the expression implies that not all things or
circumstances can be comprehended solely in terms of their constituent
pieces. Or, to put it another way, the value of the whole is greater than

the sum of its parts.

Finally, it also can help the researcher to determine if there emerges a
structure among the participants that is different than the others. This is
significant because it shows how we can categorise a type of experience
in a way that is perceived differently and may be categorically distinct.
Furthermore, the variations in the structures that form would shed light
on how and why psychological experiences were phenomenologically
distinct even though we frequently thought of them as being the "same"
in the natural attitude. Although it wasn't always the intended study's
objective, to achieve for a broad structure of the experience to emerge.
The descriptive phenomenological approach is a method in the mode of
discovery rather than validation, therefore it would not constitute a failure
of the method or the study to find that multiple general structures of a

sample of participants were different. (Giorgio et al 2017).

Section 5: the findings

The analysis of the data followed the following structure: first, a general
description is given of one of the participants, who was chosen as it
exemplifies the difficulties and contentions that often arise when
diagnosing mental health generally and mood disorders in particular.
Carli has been diagnosed with Borderline Personality Disorder §BPD),
although she reports consistent symptoms of bipolar and even unipolar
depression. This is followed by descriptions of her experiences, which

are confined to the EAWE domain of dime and events @nd @tmosphere
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and attunementq which is a domain confined to a sense of dissociation
and background mood (Heidegger). From this a number of temporal and
mood themes were chosen that emerged from the various iterations that
were followed, using (Giorgio® 2017) descriptive phenomenological
psychological method, themes that were common to all participants. This
was followed by identifying with a number of apparent differences
between the different participants @xperiences. Finally, some similarities

with particular temporal distinctions are described.

Section 5(i) background and history

C1lis a young woman in her mid twenties, who reported having had
various anxieties and depressed or manic experiences throughout her
life. C1& mother has reported some family history, with mania or bipolar
and possibly drug abuse and schizophrenia (father), although it has not
been clinically diagnosed, and C1& mother& brother is suffering from
really bad depression, just like C1& grandmother. C1 has struggled
since a child emotionally. She has always been OCD. She hated school,
always had sleeping and eating disorders. C1& mother states that C1
has always reported bad thoughts. C1& mother had been trying to get
some help since C1 was 15. C1 has been violent in the past and tried to
stab her mum. She describes C1 as being & different people in one
day.0 C1 has a substance abuse history, as well as a history of anxiety
and self harm. She® also been prescribed a mixture of drugs including
Zopiclone, diazepam and a range of sleeping tablets, which dramatically
affected her behaviour, so much so she started hallucinating and was
apparently like a zombie. C1& mother also explained how C1 dlips and
falls apart @vhen her mother is not at home, and so she finds it hard to

go on holiday for example. Her grandmother would have to go around
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and wrap her in her Mother® blanket to calm her. C1 has a history of
being emotional and being unable to fit in and accept what she has,

although she reports that she appreciates it, but her head just d@istortsd

Section 5(ii) time and events

The guestions were framed in conjunction with the guidelines outlined in
the EAWE framework for both time and events and atmosphere. (Sass
et al 2017). (See appendix 2 and 3)

When asked about her past, C1 first states that anything under eleven

years of age she cand remember. When asked about a past event or

situation where time has disturbed her she says: fl cand access that part

of my brain.0She says also that il cand really see any issues that | really

struggle with apart from emotional and my feelingsandr el at i ons hi ps

C1 also reports a spiritual connectioné .?

Asked about the way she organises time, C1 reports a disturbed sleep
pattern and often going to bed and getting up very late and not wanting
to eat when she does. These symptoms tend to cause her to become
anxious about a variety of things in terms of what she would need to do
in the morning, (future), both at night and in the morning. This would
then elicit depressed states of apathy. il feel like one bad thing
happening, and just like | feel like the world& crumbling.0She also
ruminates and fears death, her own, as well as her close friends and
family, and being left all alone in the future. My mum could go out
tomorrow and anything could happen.owhen asked about time flowing
smoothly, she describes time as switching between too slow and too

fast, Adn just waiting for the day to just end, and then in some days, the
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time would just go so q u i .Shedelieved that these experiences were
related to what time she got up and how much sleep she had hadé a
vicious circle? She reports getting very excited, (anticipating the future)
about her social / night-life, although becomes anxious when plans
change unexpectedly. She reports that memories of the past flood back,
triggering emotions, and then she struggles with thoughts about the
future. She returns to the experience of her relationships, reporting that
she cand understand why perfect relationships should end, why the
future is so empty when it happens. fl wouldnd even say time

healedé .because | wouldna say I@n over that boy that | was in love with
three years agoé . time doesnd heal things for me.0She reports
constantly thinking about and living in the past. 0 &lso think to myself if
that didn@ happen, this might not be happening now.oShe reports that
the future is very important to her chances of happiness, especially her
chance of finding a happy relationship. When asked to describe herself
she describes herself a bubbly and confident (especially on a night out),
| like to take pride in my appearance and that she is a good person,
having changed so much over time. However behind closed doors she
describes herself as being depressed and lonely, isolating herself. She®
not the person people see on a night out. She again refers to her
relationships as stimulating this, saying that she started to look at the
future, too much so in fact, and now she has to get used to how it®
going to be. I1t& a shock to her system, when the next minute fit& not

going to happen now and the future is justg o n.e 0

Mood and atmosphere

When asked whether her moods and how they determine how she feels,

she replies that fivyeah definitely 100%. My moods affect absolutely
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everything | d o. Bsked how long the feeling lasts? She replies: fit

depends, untilitc hanges o

When asked by her hypnotherapist to account for her past experiences
she says: ithey were trying to access parts of my brain when | was a
child, like I forgot about ité é | just feel like my brain just wouldnd let me
sort of get there.0 She explains the difficulty in understanding whether
what is fpopping up is actually a real experience or if youde imaginingi t 0
She reports that the therapists would ask her to go behind certain doors
and if there were certain people there? She adds that fi@ be imagining
something that was actually real within my brain.0 She found it difficult to
tell between the real and the imagined. Reverting back to the past, she
confirms that she couldnd@ remember much from her childhood, but the
memories she can recall are vivid. She believes she can remember the
things that definitely happened and that are real not the imagined ones.
As time goes on she considers that a defragmentation of memories
occurs. She recalled certain memories momentarily but each time she
returns she experiences a memory it& changed in your head. fiYou

remember it differently every single time.o

C1 also reports having hallucinations, on one occasion a person is
apparently standing on top of her stabbing her, and she can physically
feel the pain. She reports being wide awake when she experienced it.
C1 also reports being in a battle, not knowing who is fighting who? d&e
definitely not got a split personality disorder because I&e not, | think 1@
know, always me, but it& just like my moods and my emotions, and like |
say, my different personalities within myself, just comes out in different

ways.o
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C1& relationship with realty was tenuous at times. She reports having
numerous dissociative experiences. She describes herself as feeling
Aike my life isnd real like | feel like IGn not alive. Honestly | cand tell you
how many times I&e convinced myself that Idn dead (finite time) and that
IGn basically stuck in a coma (in the present), and that all around me

isnd real.o

Six common themes were revealed to be relatively common among the
participants during the transformation process, from everyday life
responses to create a heightened psychological meaning in the form of
given description or structure, which is made explicit from the
disclosures. The experiences of time that are disclosed may not for
certain be psychologically equivalent to the everyday understanding of
the experience that is disclosed, given the complexity and richness of
first hand experience and the time lapsed since the experience.
Consequently some psychological refinement is necessary for our
understanding and to extract the most essential features of the

experience in each case. (Giorgio & Giorgio 2017).

1. Time appearing to slow down

Al: il feel like somebody just stopped the clock for me.dVhile G1

reports being fstuck in the presenta | wa & pearstimed r a g gile d O
was severely suicidal. | was severely depressed, and | couldn't function.
And I would just spend literally days just sitting, and time would drag.o
While T1 reported how time just slowed down and seemed like fit was

like | was in a quagmire of just mushé a Asked how she viewed the
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future, and whether time slowing down seemed like she eas trading

water, she relied. @ was drowning, not treading water. | was drowning.o

2. Time appearing to speed up

Al, has been diagnosed with BPD and anxiety and depression, and
when asked initially about her experience of time generally , some
confusion arose as she replied, i feel like God stopped the clock for
mee . it& only been five minutes and I&e achieved so much. When
asked in response to this if time had seemed to speed up or slowed
down she replied fhe stopped the clock , so like it slowed down | guess.
You know, that five minutes feels like it was an hour and I&ke managed
to achieve an hour® worth of work in that five mi n u tL# safes that
fas far as time goes, | feel like that when | have these manic episodes
time does go quickly. And then it comes to, you know then you start to
stabilise and you think, where has the last three or four weeks

goneé .whether time actually speeds up or it just feels like it speeds up,
| don@ know.0Asked about an anamalous experience of time, S1 says
:yeahé on a few occasions, I@ come into the house and | could have
been out for two hours. What | felt like was 2 hours and | will come in
and it will have been ten minutes. G1 says il wasna bothered about the
clocké .l was having f u.rCt says fi feel time for me always goes fasté
| dond feel like time is ever mellowé time is always racing

constantlyé . it® never slowé . it® like | cand enjoy the present
moment.0T1 replies when asked about how time flowed for her, fiSlowly

because it was painful,itwaspr ol ongedo

3. Time flow disruption



265

T1 says 1 always feel out of control in regards to organising time. Yeah.
Yeah, | seem far too optimistic about what an hour is achieved, what's
achievable in an hour ma y bdm @edponse to to a question regarding the
organisation of time.

Whereas C1 in response to a question in relation to a situation when
time becomes altered, explains how the past present and future
becomes a little back and fore chaos, fso for example, I&e just been
speaking to somebody and it& not gone very well. So for me it triggers
like a trauma to something that happened years ago, and then in my
head, it& like it brings back all these floods of emotions and the way that
makes me feelé . 1dn never going to find it againé 0she goes on to add,
fand then it all starts, like my head just goes into overload....it's like |
can't seem to find happiness in the present moment, it's like I'm
constantly worrying about what's going to happen next.0G1 has a
slightly different experience to a reorganisation of time when she says fi
just couldna organise time, people used to say I& be late for my own

f u n e sha &dds,when asked about where she sees her self in terms of
temporal awareness, fsticking to the present always.0While Al reports i
get agitated and stressed and runaroundinc i r @lsheadds onur sery
drop off, it& five minutes of your dayé .that to me is a massive

thingé .it& almost like a days worth of mental preparation.0 was more
like | was drowning not treading. lwasd r o w nwas TL®reply to a

question relating to time flowing.
4. Recall and rumination of past experiences
In response to a general question about not being able to see the wood

from the trees, not necessarily about a relationship, C1 says fim

constantly on a battle with myself, like youd&e got all theses good things
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going for you (now), dond let this one thing ruin you. | dwell on things a
lot. All the good memories | Il just replay in my head over and over
againé .ln never going to meet anyone who& going to smoke me feel
that happy feeling.0ln response to a question about her childhood, and
following a memory of sexual assault., Al says rall the boxes inside your
head open up at once and that it Il becomes a little bit too much. So,
basically, my memory at that stage was | don@ remember my childhood,
but during that period | remembered graphic details of everything and

recorded thaté o

5. Mood instability and attunement - reality distortion in the present

In response to coming off anti-depressants, which apparently caused her
to experience a manic episode. S1 says ithat was wonderful, | feel
emotional sort of symptoms now rather than mood emotional symptoms,
which | find are different to mood symptoms. L1 reports that iwhen |
explained the mood instability, that was when, obviously they started to
assess for bipolar. Responding to a question regarding her relationships,
C1 says fl cana see any other issues that | really struggle with apart
from emotions and my feelings and relationshipsé . something that
triggers my emotionsé .I think that® my biggest trigger point.0L1 notes it

was difficult to think about the futureé .my mood was very up and down.

6. Sensitivity or hypersensitivity of emotions - reality distortion in the

present

C1 says iil had a premonitioné .this thing that happened was so vivid
like | remember seeing this person stood on top of me stabbing me but |

felt it, like | could physically feel the painé .l just remember, it scaring my
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head offé .still to this day it affects meé . | went into a different
dimension like I&e never been able to come back from ité .it happened
to me theses years ago.oL1 says in relation a bizarre or strange feeling,
f5o basically | had had this miscarriage, and | dond know whether this
was to do with the anti depressants, | heard somebody at the front
door,é | knew the keys were in, so it was perfectly safe, somebody
opened the front door, somebody sat on my bedé .| pulled the covers
over fell asleep.0L1 adds fvisually | never saw anything, it was just
auditoryé when | woke up in the morning, | had this feeling | had been in
a visitation d r e a\Wheen asked to recall a time when she had
experienced some kind of anomalous experience.. T1 says, il think that
was when | was having a breakdown, when | was in a domestic violence
relationshipé it was like | was having some kind of out of body
experience so | wasnd quite here. My hearing was hypersensitive. | just
didna feel that | was in my own b o d.Asked if time appeared to speed
up or slow down at this point, or, she responds, fi@ say the latter, so it&
the slowing downé | had to wear a hearing defender it was that b a dTd
then says to a question relating to manic experiences, il you need to
slow down. You work in an autistic school and you are very, very
heightened.oTi, you need to slow down. You work in an autistic school

and you are very, very heightened.o

Section 5(iv): differences between participants @xperiences

Although the six themes that have been identified were common among
the participants, they each emphasised quite different experiences of

them. One particular difference was demonstrated when two participants
reported being surprised but nevertheless happy when only ten minutes

had passed, when they imagined it had been much longer. In contrast
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other participants reported a much more negative response to time
slowing down, being disappointed and a little agitated that time had not
gone faster. Each appeared also to have slightly different emotional
responses to the experiences they had. There were evidence of sexual
assault and miscarriage for e.g., which typically would be described as
an extreme experience, however, the participants responses differed
slightly. In the case of the sexual assault for e.g., one participant was
open about it to her daughter, although she didnd tell another soul until
she was reminded about it years later; while another responded by
making careful recordings so she could take future action, indicating she
may be less likely to repress it. However, they both looked back on the
same event with the same trepidation. Given the higher level of reported
experiences of depression, this might explain why not all participants
reported time speeding up or slowing down in the same way. In some
instances bipolar or something similar had been either clinically
diagnosed or suggested by the participants, as being part of potentially,
a comorbid related disorder, and which anxiety about the future played a
part. Thus not having an exact diagnosis clinically and reliably
diagnosed meant the reported experiences were a little vague at times
and uncertain. In fact all the participants expressed concern over the
validity of their diagnosis. There was very little consistency evident.
Themes 5 and 6 were less common, perhaps given that the emphasis of
the study was a temporal rather than an affective one. However, on
relating here to the notion of mood as distinct from emotion, evidence
was observed that a number of the participants had had their moods, as

well as their senses, heightened, albeit in different ways.
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Section 5(v): similarities between participants @xperiences

The evidence recorded of sensitivity enhancement, to changes in
perception of reality for example, were linked with experiences, although
not strictly speaking expressed, of a temporal nature, in that the
experiences were nevertheless affecting the way the participants felt
there and then. Time stood still. This experience was not experienced as
a question of looking back or forward, but more of being situated firmly,
entrenched, albeit momentarily, in the here and now; although the
experience subsequently was extended in time, to over three years in
one case. There was some commonality expressed in terms of
consciousness in each case, as all participants who experienced the
distortions in reality, reported being conscious at the time. Most, if not all
the participants reported a temporal relationship with the past. T1 was
asked about her temporal focus and she said fimy mind was on a loop of
memories, from the past, so | couldnd deal with what | was trying to deal
with.0She was asked further about ruminating about the past fit was all
just past memories from when | was littleé . between three and six.0
(When she was sexually assaulted). T1 describes the unfolding
memories, which were jogged by trading a file of some other person who
had sexually assaulted someone (as part of her job) as a fjigsaw

p u z 2 l.oeathelmemories were there but they were h i d d Alnwbo
was assaulted when she was fourteen, by someone she trusted, said rall
the boxes inside my head open up at once and that it all becomes a little
too much. So May memory at that stage was, | dond remember my
childhoodé . I did become a little paranoidé .I had the trust broken.0Al
responds to a question of her diagnosis saying, i personally dont
believe | have the conditioné . anxiety and depressioné .they also

diagnosed me with borderline personality disorder.0She describes
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extreme desires to hurt her children, just after they were born, when they
were very young, which may have contributed to her diagnosis and put
on anti depressants? She reports experiences of time speeding up and
slowing down and actually stopping. fiGod stopped the clock.0C1 who
has also been diagnosed with BPD and been prescribed anti psychotic
medication, and has previously reported trying to kill her self and has
also reported experiencing both time slowing down, especially at bed

time and speeding up or even racing.

Section 5(vi): the identification of subjective temporal structures

What follows is the result of an interactive and iterative process of
reading through the data, identifying meaningful units of experience
given the topic mod study, and then transposing those meanings using a
process of eidetic variation to establish true and objective expressions of
those experiences. The descriptive structures that follow offer an
essential account of the most invariant meanings which were found to
belong to the reported experiences (Giorgio & Giorgio 2017, Giorgi
2007, Englander & Morley 2021)

Structure 1: T1

T1 expressed a deep, yet relatively intense response towards the
experience of recalling previous sexual assaults, describing the
experience of recalling them itself as ¢oainful @nd ¢rolongedd A
psychological reminder of past experiences resonated within her after
reading about another sex offender, as part of her work responsibilities.
An experience up until that point that she had not been conscious of.

The impact of emotion on recalling the events and possibly reliving them
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was sudden but intense. She became more aware psychologically of
time slowing down in the present from that point and ruminated alot
about the past. She describes her experience as a loop of memories,
from past recollections to present reliving, to future anticipations. The
experiences she recalled were highly traumatic in nature had heightened
her senses, including her hearing, which possibly made her much more
aware of the past; which she had endured after such a long time. When
she recalled the past she used the word @busebto describe her
experience, as she became more acutely aware of what had occurred
and things started to clear in her mind for her. She described it like being
a jigsaw. T1 describes her memories as diny§ perhaps as she was so
young and that time for her was so distant. Yet she adds, that that& how
she knows they are real, but once the memories become more vivid she
was able to recall small details and start putting the pieces of the jigsaw
together. She is even able to put a numerical number to them, saying
she has eight memories, which indications specificity. When asked
about her experiences of time further, in terms of whether time dragged,
she describes her experience in a heightened and graphic sense, as
drowning on the one hand and having to excel herself to deal with a
surge of information and survive on the other. These polar opposites
both indicate signs of moving away from the past. She refers to her mind
as a computer, which has to process vast amounts of data, and which
becomes overloaded and overwhelmed when too much information is
input, which she cannot process and deal with, and which is
accentuated, particularly, when she is in work, as as she works with
young children with autism and attention deficit hyperactivity disorder
(ADHD). She is often told to slow down as a result of interactions with
her patients, which may well accentuate a manic experience. She

describes time at this time, as speeding up and slipping away, which
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makes her feel very frantic about her responsibilities. At this point she
starts to think of the future, as the present, which together with its loop of
fresh memories, mean her responsibilities start to overwhelm her,

forming a conscious circle.

Structure 2: Al

Al had experienced a sexual assault when she was young. The first
thing she described and expressed in the interview was fear; because
her husband was ignoring the Covid 19 rules and leaving home at the
time, both psychologically, which makes her anxious and emotional,
given her concern for her young child, and existentially, in terms of
affecting her already tested post natal mood, leaving her to fend for
herself; which appears to contribute to her having to fight for her identity
and her life with a new child, all in the backdrop of Covid. She describes
feeling out of tune with the world both domestically and environmentally.
Al acknowledges that she has a problem with organising and managing
her time as a result of the psychological, social and environmental
constraints she is experiencing. She refers to the present in terms of
often feeling overwhelmed, due in part to a lack of attention or
retentional focus towards the past, which she largely keeps hidden.
However at the time of sexual assault she was focused enough to be
able to identify graphic details and record them in the present to use
them for future purposes. Her lack of focus on a day to day basis, may
be due to the number of past experiences emerging from her memory
and flooding her present, which she has to repress, and which may have
been elicited due to her experiences during Covid 19. Al describes how
for her, time seemed always to Glow down§ which surprised her, given

how much time she had on her hand and how much she had to do.
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Typically this is viewed as a negative experience, as time dragging and
Is often associated with depression and boredom. However Al
experienced a short amount of actual clock time passing more positively.
This anomaly will be discussed further later. A1 thought an hour had
gone by, when in fact only five minutes had gone by; an experience
which she might have otherwise described as time as speeding up,
which might have been more conducive of a manic experience. Later,
Al describes her sense of time as dragging, as she watches the clock
when waiting to take her son to nursery or in an evening, which makes
her anxious. The relationship between anxiety and depression IS a
complex and for bid one. Here A16 sense of time may well be
responsible psychologically for her anxiety. Typically it is thought that
anxiety may play a causal role in depression. For Al the problem is
more fundamental and temporal, for soon after, she reverts almost
immediately to describing time as going by so quickly, as she says 6 Go d
seemed to have stopped the clock for h e.rSlée describes time as both
appearing to last an eternity and drag forever, sometimes, at the same
time, certainly within the same organisational flow of time, in terms of
where her everyday routine is concerned. She describes her perception
of time as switching rapidly from dragging one minute to flying and
disappearing the next, as she aims to prepare for her daily routines,
which seem affected by the temporal disruption she experiences. Again
Al describes how the disruption to the organisation of her daily routines
affects her in the present and on a day to day basis. She describes
herself as being very much stuck in the present. There seems no order
or structure to her day to day activities. She gets easily distracted as she
flits from one task to another, all of which entails a disruption to her daily
routine. Her inability to focus on time or a particular routine means she

appears to get nowhere fast. A1 describes how the simple task of
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dropping off her child at nursery turns into a logistical challenge, a task
which her sense of timing and organisation constrains. She describes
not being able to easily order and connect different aspects of the task
such as getting her things together, getting her child ready, having
breakfast, even though it is not until the afternoon. Her organisation of
time doesna flow easily from one thing to another. She is unable to
prepare however long she has to do so. She finishes off by saying that
an hour for her appears to speed by without her being able to complete
all her preparations and she again remains surprised how quickly it&
gone by and consequently she® failed to notice it, indicating an
automatic process, and do what is required within the time scale to effect

her task

Structure 3: C1

C1 experiences the whole past, present and future temporal spectrum,
as she describes dloods of emotionsg @én never gonna find it again @nd
& cand see, to find happiness in the present momentd This description
shows the true structure of time, in so much as an experience is never
truly contained within any particular moment, or confined to any one part
of the temporal structure. C1 again describes clearly how she® feels
about something painful and past in the present and explains the context
of her feelings and emotions as always being relationship related. C1
describes her sleep pattern as a vicious circle, sometimes spending over
half the day in bed, which causes her to become overwhelmed and shut
down. She describes her sleep patterns as determining her moods.
Consequently Al then describes a bad day, after a disruption of her
sleep, as feeling one that makes her feel emotionally drained and tearful.

Her mood becomes depressed and everything seems hopeless, she
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admits at this point becomes lacking in energy and demotivated, which
is linked to her lack of appetite. C1 goes on to describe the effect of the
upset in terms of her experience of time. Time just appears to go far
more slowly than when she is on a night out enjoying herself, which is
not in itself surprising. However, before she knows it, time has slowed
right down and she is in bed, struggling to sleep.C1 has admitted to
substance abuse, which cannot be counted out at this point. C1
describes how her memories affect her sense of time, confining her to
the past, on the one hand, and then limiting her future possibilities on the
other, although recognising that the present is so much more appealing,
however she just ¢ a mappteciate it. This again indicates that her sense
of time is not fragmented. She still retains a sense of essential self. C1 is
able to describe her emotional state clearly enough, and is able to relate
to what is meaningful to her, this is especially evident when she meets
someone she connects with positively, albeit temporarily. She discloses
her inner feelings and describes the rawness she feels, describing it
further as both positive and scary. She describes how she feel like her
life isna real like she® not alive. She is very graphic about the psychotic
type experiences she has. In them she convinces herself that she® dead
and stuck in a coma and that all around her isnd real. C1 refer to the a
finiteness of death, and a lifelessness in the present, ie a coma. It& also
described as a repeating pattern. She describes, psychologically how
scared she is and even describes the pain as feeling it physically. This
relates to her sense of existence as it does her psychological
Throughout this experience her understanding of time and it& structure
remains nevertheless unaffected. C1 goes on to describe the experience
as causing her to disconnect from reality and experience something
quite different. She refer to her sense of self altering, causing

psychological changes in her which have lasted three years to date. The
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experience is described as spanning time. Asked about the future, C1
describes her thoughts on death, her own and others, but also looks
more positively on the future in terms of wanting to be successful, but
then immediately reverts back to the idea that her happiness will be
short-lived. This sense of foreboding is experienced as more mood and
anxiety related, not just psychologically, in terms of fearing outcomes
that remain uncertain and un-experienced. If we want to understand
what it means to be an authentic human being, then it is essential that
we constantly project our lives onto the horizon of our death. This is
what Heidegger famously calls "being-towards-death". If our being is
finite, then an authentic human life can only be found by confronting
finitude and trying to make a meaning out of the fact of our death. C1
moves between the past and future frequently expressing a desire to be
able to circumnavigate her prior behaviours, yet again she
acknowledges the finiteness of death. There is nothing morbid about
being-towards-death. Heidegger's thought is that being-towards-death
pulls Dasein out of its immersion in inauthentic everyday life and allows
it come into its own. It is only in relation to being-towards-death that |
become passionately aware of my freedom. She describes herself as
having different moods, emotions and personalities, which come out as
puts it, or emerge, in different ways. There is no evidence of a loss of
self or minds or thought intrusion, or her sense of lived and implicit
temporal experience, which she frequently describes as spanning time
C1 describes time on a temporal spectrum. She sometimes experiences
time as being the past, future and present all in one day. There® no
ordered sense or temporal boundary, all aspects of time appear to
converge. She also describes the temporal unexpectedness of the
change that occurs to change the mood, from day to day. Finally C1

challenges the notion of reality as opposed to imagination. Her sense of
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reality is not distorted, nor is her sense of self delusional. She is just
describing something from her past that she fails to associate with via
this means. She fails to relate to and thus recognise the experience,
when she is very young, and so she is not sure if anything at that time,
did happen or whether it was imagined. She says she simplyc ou |l dn 6t
access this part of her past. C1 relates her own memories to the idea of
fragmenting and changing. The experience of it changing as time goes
illustrates her relationship with how she® feeling now, which started at
the age of 11 it appears, as those memories remain vivid, and helped
explain her own life as it is now. From a temporal perspective time has
both endured and extended and continues to form part of C1&
conscious experiences, albeit in a fragmenting and changing aspect.
Although to C1 she hasna fragmented anything she can remember, to
her everything she recalls is real. To C1 her memories are not only very
vivid they are real. C1 in reaching back in time is doing so in a sense
that she can relate to now, that continues to appear real to her now, and

continue to endure after all this time

Structure 4: G1

G1 takes high dosages of multiple medications. G1 often experiences
time as dragging, which she recounts as being a more memorable
aspect of her condition. This feeling of inner and last containment is
conducive with a feeling of depression. In terms of her routines and
organisation of her time, G1 relates to her body clock, as being
susceptible to the traditional 12 hour clock time cycle. Although she adds
that she needs to take her medication to help her sleep. She says she
has no problem sleeping. She often finds herself in a deep sleep, which

when induced by the medication, becomes a problem for her wetting the
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bed, the longer she sleeps. G1 explains a little about her inability to
organise her time. She typically thinks that she has more time than she
has, which does not indicate that time drags, although it does appear to
slow down and give her a false sense of security. Her lack of temporal
awareness follows lengthy periods spent sleeping. In terms of prioritising
time, she says then she has no time once in work, which in some ways
Is a different experience to feeling you have more time than she thought
she actually had when he was there. G1 appears to get lost in time. Her
sense of awareness of time whether it seems to her to go faster or
slower than she was expecting, remains part of the same organisational
structure, of being disconnected from time over time, indicating that she
may become lost or stuck in the present. She stays awake longer before
going to bed when her partner is home, which is a break in the routine
for her twelve hour body clock. Asked about whether she finds herself
stuck in the past, she says @lwaysd G1 has made a conscious decision
to stop thinking about the past and that appears to enable her to focus
more on the present and by doing so frees up a lot of time for her, at the
same time that G1 is unable to organise her free time productively, she
IS sometimes aware of time dragging, even stoning still. She continues
to be dictated to by her mood swings which inhibit her. Nonetheless she
continues to train herself to stay grounded in the present. However being
grounded in the present means she is unable to articulate and organise

her time, in terms of its flow between past, present and future.

Structure 5: S1

S1 emphasises her experience of depression and psychosis and the

effect of medication on her health, although diagnosed with bipolar with

psychosis. In describing its effects she pays particular attention to a
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perceived difference between the emotions she felt and the moods she
experienced and the link with her medication. Her mood seems to have
improved as a result of coming off the medication. S1 expresses her
confusion about time and it& effects and the relationship with her
disorder. She says despite the depression she has always looked
forward to better things. She questions whether she even has
depression, although she says she has experienced being stuck in the
past. Her lack of specific childhood memories might also suggest a
sense of repression. S1 says she has experienced both manic and
depressed states simultaneously. She is very matter of fact about a
guestion of time changing and the subjective experiences that entalil.
The ten years which have elapsed since she left the army, have seemed
to have gone by fast for her, recounting in fact, that she has very little
memory of this now, although photos certainly seem to trigger some
emotional response. S1 refers to the need for a military type temporal
and organisational structure, which is rigid, and now very much lacking
in her life. She refers to the importance of the environment in
maintaining that structure. She refers also to the time passed since that
as being forever ago. S1 recounts her hallucinatory experiences, after a
miscarriage which she puts down to the drugs. She says she® always
been a faster thinker even when she was young, however drugs, a mix
of anti-depressants and anti psychotics speeded up this process. The
manic experiences that appeared to entail the medication she was
taking, resulted in her not being able to appreciate the here and now and
appreciating the present time with her son. S1 also reports changes in
her temporal perception, where time seems to have speeded up, in the
sense that only ten minutes had gone by, on more than one occasion,
but which seemed much longer to her. She does not report this however,

as a negative experience, although time slowing down is often indicative
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of feelings of depression and rumination. S1 relates to how the smallest
event can disturb her. She reports how this results in a disorganisation
of her time. She gives an example of dropping a glass, just as she is
going out, which smashes. This might otherwise be considered a normal
and small occurrence, however her description of it causes to feel a
sense of &heer stress§ which suggests her reaction may be irritability
and, or distractibility, resulting in S1& mood changing quickly. The
session ends with a question left hanging of identity, one relating to S1&

sense of belonging, identity and search for peace and contentment.

Structure 6: L1

L1 describes her difficulties as starting with the diagnosis which took
months and months to facilitate and organise. She describes the more
dominant presentation of depression however she explains how she
rarely presented with manic but it was there and thus perhaps went by
undetected. When asked about her experience of time L1 describes it
first as going fast when feeling manic. In contrast when asked about time
in relation to her moods she describes it as slowing right down when
finding herself experiencing depression, indicating the link between
mood change and how they are then temporally experienced and
perceived. Having described time as slowing down and speeding up,
she also describes her experience of the present. The future seems a
little beyond where she is comfortable to go, even when booking a
holiday. Remaining grounded in the present often indicates an inability to
move either forward or backwards in time. When describing her
miscarriage, her sense of depression experienced a bereavement is
evident. She describes time as seeming to stop suddenly, at which time

everything comes to a grinding halt. There is not past or future reality or
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direction at this point in time. The problem of mistaking the experience of
depression while grieving, as opposed to the full blown experience
associated with bipolar, and, or, unipolar depression is evident here. L1
then starts to experience manic episodes due to the use of anti
depressants. Asked about her experiences of time and routine following
the miscarriage L1 describes how time essentially was confined to the
present, a feeling and experience that was made worse by the effects
the anti depressants were having on her mood swings. The culmination
of various event, including being caught drunk driving, that L1
experienced was thoughts of suicide. This finiteness here exemplifies
her mood and her desperation for escape and freedom from her current
experiences. At this time, L1 describes having an hallucinatory
experience. It has very little temporal reference however it does indicate
he state of mind at the time of the miscarriage and drink driving
experience, together with the mix of drugs she was taking. There is no
indication of dread of the future or of uncertain things to come evident,
but rather more of an expression of how desperate she was feeling in
the here and now. L1 doesnd dread the future as recounts. She looks
positively towards it. She again describes the medication countering her
depression. The fact that she can experience positive things in the future
indicate that there are no intrusive thoughts or delusions of reality, which
might indicate too the psychosis was brought about not as a
schizophrenic change in her mood. L1 is describing the fact that her
memories have been either subdued or repressed and that parts of her
life are inaccessible. She finds it uncomfortable or difficult to look back in
time, preferring to look forward. This indicates that L1 is not anxious
about the future per se, nor does she now ruminate on the past,
indicating some kind of depressed state. Her experiences of anomalous

time have seemed to have eased. She describes herself as feeling less
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concerned with time per se and more concerned with getting old. This in

itself is not an anomalous experience of time.

Section 6: Discussion

The findings that have been presented demonstrate that all the
participants who were interviewed described their experiences of time in
terms of there being a structure consistent with (Husserl 1991) idea of a
temporal flow between a remembered and retentional past past, running
through a conscious now to an anticipated, protentional future. The
experience is described as flowing back and fore. The temporal
arrangement of the experience affects not only one& emotions but also
adds to the background mood that changes the way individual®
experience certain events, before, during and after they are

experienced.

To remind readers, six specific and interrelated themes were identified:
(time slowing down, time speeding up, time flow disruption, ruminating
the past, mood instability and change, emotional sensitivity to change),
which as a whole demonstrates a particularly striking feature relating to
how the structure of time appears to be built inherently into the fabric
and mode of human experience, into what (Husserl 1991) calls lived
time, and what (Fuchs 2013) calls implicit time, resulting in our
conscious and explicit memories, that relate particular events, situations
and circumstances, forming a gestalt type description of a whole of life

experience.

All the participants in this study have been assessed clinically to some

degree and extent or other, for a mood disorder. It is not clear from the
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individual descriptions of the diagnostic process that each was subjected
to, what in fact was concluded?. Indications of bipolar disorder and
comorbidity were evident, however, nothing conclusive to isolate the
disorder. The essence of the descriptions that were given, as a while,
certainly suggests flaws in the diagnostic process and the subsequent
medication pathways that are prescribed. However, notwithstanding this,
what emerged as a whole from the descriptions as experiences of time,
and the identification of the themes is that modifications in the structures
of our experience of time, affects the way we are affected by various,
physical and mental stressful events, situations and circumstances. This
structure became evident as each of the participants described their
experiences, in that there was a constant reference to how the response
or effect of the experience still affected them, however long ago the
experience was. It still resonated within them. The experience of a
miscarriage for eg, was still felt in a way that contained aspects that had
past, present and future affective ramifications. The effect on one®
mood moreover appeared to increase in not only one® consciousness
but one® sensitivity to temporal change, resulting in alterations to the
flow of time, and thus in their overall capacity to organise their day to
day experiences. In reality everything has changed in time, although

they remain unaware of the influence of time on their behaviour.

The core features of bipolar according to DSM 5 include: low and high
levels of energy and self esteem; while a core feature of schizophrenia is
a loss of vital contact with self and thus reality, or even a loss of
common sense or self evidence, leaving one perplexed. All of these
concepts or symptoms emphasise different aspects or disturbances, of
what one might term the ®ormal daken for granted existence, which

characterises our everyday life. The temporal structure underlying the
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disorder and any disturbance in it will have ramifications for the
behaviour that entails. Identifying with this structure is no easy task due
to the complexity of conditions and variables involved, including bodily,
environmental and inter subjective influxes (Fuchs 2013), and each
individual case is different in essence although commonalities and

similarities do exist.

There were a number of differences reported in each of the participants 6
descriptions. One notable difference was demonstrated when two
participants reported being surprised but nevertheless happy when only
ten minutes had passed, when they imagined it had been much longer.
In contrast other participants reported a much more negative response
to time slowing down, being disappointed and a little agitated that time
had not gone faster. Typically as described by (Fuchs 2007, Stanghellini
et al 2016, Droit Volet et al 2010a,b, Vogel et al 2018), in cases of
depression, inner time is perceived to be slower than world time, and
usually as a result experienced negatively, causing a sense of deflation
and anti climax, which has the effect of having an affective influence on
one® overall mood, to the extent that one feels bored or overly anxious.
In this case however, from a phenomenological perspective two
participants described their personal and subjective experience of time
in the opposite sense, reporting the slowing down of perceived clock

time, to the extent it did, as both surprising and positive.

Northoff et al, (2018) aim to try and explain this reversal and
desynchronised experience by objectively measuring the supposed
duration of the interval in outer time perception with the actual duration
of the subject® inner time experience, which acts as a template for

estimating outer time intervals and by comparing the distortions on
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neuronal, psychological and phenomenological levels or measures or

time.

(Northoff et al 2018) help explain the relationship between symptoms
and underlying processes, as spatial temporal, proposing a link between
neural activity and the organisation underlying spontaneous activities,
both in an extended and continuous fashion, stemming from affects in
the flow of time, and the way inner and outer time are balanced and
organised. (Fuchs 2013) refers to this process as conation. The change
in this relationship effects the way we experience the flow of time.
(Northoff et al 2018)

Typically inner time speed is abnormally slow (as in depression) or fast
(as in mania). This serves as a template against which outer time is
measured. However, by taking on the role as default-mode function, this
impacts and modulates the perception of outer time speed in an
opposite way, ie, as appearing too fast in cases of depression and too

slow in cases of mania.

Psychological measures of time typically focus on objective time, or
durations between intervals, to be specific. However this doesna easily
explain the variation between outer and inner time. It can help explain
the experiences of slower time perceptions in cases of depression and
faster perceptions in case of mania however it doesna accurately explain
the variability that is experienced between the different levels of

behaviour.

Phenomenology on the other hand more clearly distinguishes between

perception of inner subjective time, i.e., self-time, and outer or objective
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time, or world-time, and the apparent desynchronisation or dissociation
from each other, which might explain switches between moods, in cases

of bipolar, and thus helping to identify more clearly with the symptoms.

(Northoff et al 2018) compare the typical psychological results with the
phenomenological descriptions for measures of desynchronisation. The
Inner time serves as a template, it time has appeared to go by fast, when
in fact as far as outer time is concerned it has not, only ten minutes have
elapsed and not sixty, as in the case here. In ®mormal @ases there will be
none or little difference in the estimation. In the cases reported here the
abnormally accelerated perception of inner time produce the wrong
template for reproducing accurate reproductions of time. What is
presented to them or perceived by them instead, as in the case here is,
the reproduction of a relatively short period of outer time, as a much
more elongated measure of inner time. However, in both cases reported
here, more was reported to have been archived in a relatively small
amount of time than had been deemed possible, given how much outer
time had actually elapsed. In cases of mania, where inner time as a
template is perceived as being abnormally fast, leads one to perceive
and subsequently under produce (especially longer) durations of events
in actual outer time, as shorter and faster than they are in reality.
Everything appears to take less time and is completed faster. In the
present case, what happened to be perceived abnormally, ie a measure
of time, appeared positively and meaningful, in terms of the achievement
and thus might not be deemed abnormal. What was meaningful here
was the idea that so much had been achieved given how little time had
actually passed. This experience can be compared with a typical manic
experience, where on becoming absorbed in an enjoyable activity, time

Is described as flying by, rather than slowing down. In this instance May



287

have lasted sixty outer time minutes, which seemed like only ten. What
Is normal to some May be considered abnormal to others, depending on

how normality is measured contextually.

Other examples of different experiences and affects of inner time were
exemplified, following reports of serious sexual assault from two of the
participants, and a miscarriage from another for e.g. Each of these
experiences would typically be described as extreme; however, the
participants @desponses differed in each case. Each appeared to have
slightly different emotional and rational responses to the experiences
they had. In the case of the sexual assault for e.g., one participant was
open about it to her daughter, although she didna tell another soul until
she was reminded about it years later; while another responded by
making careful recordings so she could take future action, indicating she
may be less likely to repress it and perhaps that her reasoning cavity
had been impacted upon less (Minkowski). Themes 5 and 6 were less
common, perhaps given that the emphasis of the study was temporally
focused rather than affective or mood related. However, on relating here
to the notion of mood as distinct from emotion, evidence was observed
that a number of the participants had had their moods, as well as their
senses, heightened, albeit in different ways. In the case of C1 the sense
of foreboding that was experienced (as an hallucination), was reported
as being attacked in her bed. She described feeling actual physical pain,
which indicated more than just fear, but something more essential that
appeared to be derived from her ongoing mood or existence, to which
she continued to respond emotionally, and on this occasion, much more
severely due most likely to the fact that she was under the influence of
an illegal substance. Her overall mood had been one of anxiety and

dread for some time, not just in the psychological sense of fearing a
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positive outcome to a certain event, something that remained uncertain,
but in an existential sense (Heidegger), fearing that her life was going
nowhere and needed to change. She described herself as growing older,
coming to an age where she felt she should be married and settling
down like all her friends, when in fact she was all alone instead. Her life
was being inauthentically lived in time. That is to say, if we want to
understand what it means to be an authentic human being, then it is
essential that we constantly project our lives onto the horizon of our
death. This is what Heidegger famously calls "being-towards-death". If
our being is finite, then an authentic human life can only be found by
confronting finitude and trying to make a meaning out of the fact of our
death. This had significant meaning for C1. C1 also reported being
diagnosed with borderline personality disorder, however the evidence of
time seems to suggest. Typically those with this disorder lack the
capacity to establish a coherent self concept.They tend to switch from
one present moment to another, in a manic sense, being totally identified
with their present state of affect. Instead of repression their defence
relies on splitting their self that excludes past and future as dimensions,
as objects of bonding and commitment, responsibility and guilt; (See
Fuchs 2007), and although C16 mood does switch her sense of self
does not remain static in the present, but often ruminates and looks
forward. She does feel guilt, for her actions, but this signifies
responsibility. She also strives for a healthy, committed relationship.
There is no evidence that any temporal fragmentation of try self is
avoidant in nature, and although her relationships are largely
unsuccessful and uncertain, she still strives for more clarity.

Relationships are uncertain but clearly a very important to C1.

Temporal structures, meaning and the most essential aspects
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Husserl persuades us that our impressions are where our sense of time
Is first developed. They are the first phenomena that define and
constitute our sense of time. However, they are insufficient on their own.
If this idea alone applied, we would only ever feel change, the ongoing
modification of the present-day contents, not their disappearance into
the past. Retention phenomena of a different kind are necessary for this.
Our ability to perceive time comprises not only the ability to recall the
past but also the ability to anticipate the future, in a protentional sense. A
person anticipates the notes of a melody that she perceives to be
familiar. Her anticipation of what will happen next is realised as the
music progresses. It is evident from this that Husserl's phenomenology
of time-consciousness is more concerned with the structure of the act of
perception that enables us to perceive a temporal object as unified
across its numerous moments, than it is with this descriptive account of
some of the fundamental characteristics of time's appearance and

content.

Lived time and experience

In each of the six accounts given by the participants it is evident that
individually they live their lives independent of each other, although they
share similar experiences. Moreover those experiences though different,

were all meaningful to each individual in their own way.

The relationship between mood disorders, the temporal experiences
underlying, the meanings that emerged from the descriptions, together
with the subsequent effects the disorder has had on them both

temporally and affectively are experienced different. What links their
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descriptions however is their sense of a shared lived time, what (Fuchs,
2005) refers to as implicit time. He reminds us that when a child is
playing with his toys obliviously, lost to the world, one may assume that
there is no sense of the time passing. Lived time moves along
unimpeded by the general pace of passing time. This is implicit in the
child& experience of being totally engaged while playing, being directed
as he or she is by their immediate goals. Time simply unfolds through
the processes of bodily actions. (See Wyllie 2005). Future and past do
not make their impression necessarily from out of the pure presence of
fbecoming.oThis implicit mode of temporality is relived every time that
we are absorbed in what we are doing. All sense of time is lost to us,
time exists experientially, unimpeded in the fluent performance of the
melody you might say. This structure is evident in the experiences of
time of the two participant who reported time as seeming to fly, although
in fact it hadn@ been as long as they first thought. This sense of time
disruption can apply to cases of both depression and mania, and the
particular experience appears to be linked to the underlying structure

and attitude adopted .

Minkowski® basic hypothesis relates to mania like melancholia as
having its roots in the temporal structures of human experience, and
specifically in an impairment in the way that time unfolds, ie, in terms of
the way our temporal experiences are structured into a past, present,
and future. (See Minkowski, 1933). A person in a state of manic
excitement for e.g., is thought to live only in the now; there is no future
for them beyond this event horizon; any interactions with the
environment are restricted to the here and now. While a person suffering

with depression on the other hand, remains immersed in and thus
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consequently becomes a prisoner of his past. In the example just given

above, this is not necessarily so.

Minkowski realized that psychopathological disorders were not an
overlap of symptoms, but the deep expression of a modification of the
entire existence of the subject. In depressive disorders, the fundamental
phenomenon that organizes existence is related to temporality and the
symptoms present in melancholic depression must be understood based
on that experience and not independently of this. The melancholic do not
experience time @s propulsive energyq but feel it as a flow of temporal
current. Thus, for these patients, the future is perceived as blocked; their
attention is directed to the past and the present feels stagnant, any
activity they engage in May release them from this stranglehold. In the
same sense as the manic experience, there is typically no way beyond
the present feeling for the person depressed. (See Cardinalli, 2012).
That is to say, when our temporal fluidity is inhibited in any way, our
temporal becoming ruptures and any propulsion for the future we might
have otherwise had dissolves, creating an existential rigidity that blocks
our future possibilities, as all our energy is focused on the inevitable
episode, we are temporarily and temporally in chains. The
understanding of depression by means of stiffness of fluidity of
becoming goes beyond the causal origin of illness, seeking to
understand the meaning of the lived experience of the patient.
Minkowski (1933/1995) prioritized clinical experience and patient
interaction, understanding implied depressive disorder with fluidity and

the movement of becoming.

However one views a given mood disorder, what ever model one

chooses to frame the analysis in and what ever dimension one opts to
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use to measure what is found, will in this case be more informed and
meaningful if one is able to identify with the underlying temporal
structure. All things involve time and all measures of time must

incorporate subjectivity into their account, and structure of their findings.

| will return shortly to the themes and the meaning that evolved from the
analysis of the individual descriptions. However it must be stressed that
there has been no attempt to quantify the findings or generalise the
outcomes or objectives. Phenomenological accounts of experience are
more about the particular than the universal, although in an objective
sense. The focus and aim was to learn more about the subjective
structures that underlie anomalous experiences of time within the
context of mood disorders. As noted above there were six themes
identified: (time slowing down, time speeding up, time flow disruption,
ruminating the past, mood instability and change, emotional sensitivity to
change). As discussed the most common recurrence was indications
that alterations in the structure of time have occurred, experienced in
different ways as discussed, but basically as time seeming to slow down,
speed up, alter its organisational flow, an over indulgence in rumination
and an over sensitivity to others, particularly significant others. The
frequency of these findings may be confined to these individuals as may
the evidence; nevertheless the resemblances of the individual
experiences, which | refer to here in terms of the apparent links between
temporal structure, i.e. the extended and enduring nature of its flow, and
the moods that entail, which in turn affect the emotional response that
entails; means that in each case, whatever the particular experience a
sense of meaning can spans time. In referring also to a sense of
heightened sensitivity, although this wasna found to be as common,

indicated that on a number of levels, i.e., neuronal, psychological and
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psychological, the body and mind had become more attuned, in line with
Heidegger &ense of existence and anxiety. As a psychological response
to crisis and a variation to the temporal and mood related themes, it is
worth considering that in a number of examples of hallucinations, the
finiteness of time was experienced, which could belie a need to be free
from the temporal chains that appear to confine our more deeper
meaningful experiences, creating a kind of internalised organised chaos,
out of which there is a real desire for the real meaning we attach to our

experiences to emerge.

Relationship with mainstream diagnostic criteria

The guestion now is, how might adopting a temporal dimension to
describe subjective experiences of anomalous time, be helpful to
informing mood order diagnosis, on line with what the current DSM

system prescribes?

Firstly, in here of the limitations of the study, the experiences described
here might equally apply to bipolar, unipolar depression, mania,
borderline personality disorder, ptsd, adhd, and schizophrenia or a mix

thereof, along the dimensional spectrum

Secondly, it is also acknowledged that what has emerged is not an
attempt to make a formal diagnosis based on observable symptoms and
signs as prescribed by the various authorities. It is intended as an
analysis of the temporal structures involved in mood disorders, with a
view of identifying differences and similarities, as well as any unique
factors that were found. These factors are usually more subtle and are

missed by third party perspectives (Giorgio & Giorgio 2017). | refer to the
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heightened sensitivity to others, and the meaning that psychosis might
have in terms of relating to mood disorders not just psychologically, but
as an existential and bodily feature, which might help explain the
disruptions that occur to our inter subjective relationship with others and
the constraints on our behaviour that entail, as well as being an
indication of both time& finiteness and its enduring and extended
gualities. (quote). Hallucinations can arise when our more natural
responses become disturbed, appearing to us to be both existentially
unreal and worldly distant from our sense of our real self, which is

meaningful. (Parnas & Sass 2001).

Disorganisation can be viewed as adaptations to our modes of
experience and action that indicates the world which we relate to is no
longer steady or meaningful to us. This sense of disorder is difficult to
respond positively to, given the constraints on our temporal structure
and thus view of the world. Sass (2003) describes this unstable sense of
the world that is experienced as a restriction on the possibilities open to
us. The pathways to which have become unreliable, even
unrecognisable. Consciousness is flooded in the present with things
from that past and future that make meaning and sense impossible to
navigate and organise, often compelling one to withdraw from the world
in the present, leaving no option other than to return to the past. (See
Sass 2003, Stanghellini & Ballerini 2004). One;s sense of belonging and
self has not only been clouded, it may have affects that are far reaching
over time. Consequently people lose motivation, energy, desire and
become empty emotionally as a result of this disorganisation of time and
withdrawal from the world, which is no longer recognisable, as in the

cases of bipolar, depression and schizophrenia.
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Clinical implications

The phenomenological findings of this research study suggest that
subjective anomalous experiences of time, as described here by the
participants, all of whom described various mood disorders, is related to
alterations in the temporal structure. Thus the way time is continuously
experienced and endured and thus structured over time, is directly
relevant and connected to, how our moods, emotions and feelings are
expressed, as they too infield on a day to day basis. Everything we do
involves time in some away or another and thus as a defining feature of

mental health experiences, it should not be under estimated

The data gathering process using EAWEG® unique semi structured
guidelines, supported by Giorgio® ®escriptive phenomenological,
psychological model of analysisg and using second person interview
techniques, to create more empathy and thus instill more trust and better
communication into the relationship between clinician and subject, were
combined to elicit particular, yet nevertheless valid presentations and
dynamical and temporal descriptions of various aspects of mood
disorder; and although the sample was limited in size, scope and time,
and requiring further clinical examination, (i.e. quantifying more findings
over time may help to establish more differential or unique
representation) the results nonetheless indicate that a variety of mood
related disorders experience alterations in temporal structure, and thus
consequently may be grouped together. (I refer here for e.g., to a group
that might consist of: over rumination on the past, loss of childhood
memory and thus a failure to ruminate, and repressed feelings of
relationship failure, which can be both ruminated on and repressed); all

of which appear together and thus help to characterise the disorder as
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not only affective but temporal, as they all appear to extend and endure

over time, and time is the common dimension that links them.

Clinicians might learn to become more aware of the sensitive nature of
time and what unfolds often as a result of time enduring, such as a
heightened sense of touch, sight or hearing, that arises as our temporal
structure is altered, and as we become more aware oft | megrass.
Differentiating between mood and emaotion, in terms of its temporal
presence may help understand how mood disorders extends itself, as
the moods and emotions that a disorder elicits, endures over time. There
also appears to be a temporal consequence for our emotions, as they
become frayed, given the effort that is involved in either ruminating on
experiences or repressing them. Clinicians may need to become more
aware of the kind of temporal relationship that our moods and emotions
have with each other and now this relates in turn to our ability to manage
the flow of time. (Droit Volet et al 2011). A constrained sense of time can
at the same time, induce a mood to switch rapidly, or become temporally
settled in as a cognitive constraint. Emotions can play a significant role
in affecting our memory, (Tyng 2017). Equally our emotions can enable
a feeling to be both repressed temporarily and endure and extend over
time. (Fuchs 2013). It is anticipated that this additional insight can help
support existing research and diagnosis with a view in time, of
administering more suitable treatment pathways and thus improve the
quality of life for more people by understanding the subjective and
temporal nature of their particular disorder.

Chapter 6 : Conclusions and future research
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Any question of time can at first be baffling. However, this is not always
so delimiting. Like time unfolds and unravels so did this research project.
In line with the primary research aim, a close examination of how
disruptions in time perception are experienced, and how these
disruptions relate to human consciousness was undertaken. This was
done specifically to help us identify with the relationship between the
psychological structures and the affects and emotions that support and
underlie the temporal experiences, that relate to mood disorders.
Identifying with the kinds of disturbances and modifications that affect a
p e r s temapm®l relationship with the world remains a useful line of
enquiry if we are to gain a better understanding of both consciousness

and mood disorders evolve.

To remind readers, in terms of the basic methodology, philosophers who
believe that factors lying outside an individual® mental activity ultimately
justify knowledge, are often referred to as externalists. Husserl on the
other hand, maintained that a descriptive account of internal factors was
important for understanding the structure of our knowledge claims.this
view underpins phenomenology as a suitable methodology for pursuing
knowledge via a reliable subjective means. In his early,
epistemologically oriented research, Husserl examined the purposeful
nature of mental states in the pursuit of knowledge. As soon as it
became clear that this emphasis on intentionality and the accompanying
role of mental acts in presenting intentional objects had theoretical
limitations, Husserl radicalised his strategy and expanded his analyses
to include areas like temporality, inter-subjectivity, and culture from a

"transcendental” phenomenological perspective. (See Tassone 2019).
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Notwithstanding the virtues of this approach to the pursuit of knowledge,
this research study was aimed more at and certainly focused more on,
gaining knowledge about the subjective structures of experience from a
psychological pursuit. (Giorgio & Giorgio 2017).The Descriptive
Phenomenological Psychological Method was used to analyse the data.
It is trusted five-step research system with Husserlian Phenomenology
as its philosophical foundation, (Giorgio & Giorgio 2017, Englander &
Morley 2021). This method was deemed valid because it has a
phenomenological orientation at its core and has been specifically
designed as a semi-structured format that offers both flexibility and
control to capture anomalies. The majority of the questions came from
within the EAWE guidelines. 2017 (Sas et al 2017, Fuch & Van Duppen).
Giorgi (2009) had to adapt Husserl's technique for psychology because
Husserl was a transcendental philosopher, aiming to analyse inner
consciousness. Indoing so, Gi o r 1985b;,2809) five-step method
offers the systematic rigour of "science" without treating the subjects of
the study in a reductionist manner. Admittedly, the approach is more

discovery-focused than verification-focused, for scientific purposes.

The phenomenological findings of this research study suggest that
subjective anomalous experiences of time, as described here by the
participants, all of whom described various mood disorders, is related to
alterations in the temporal structure. Thus the way time is continuously
experienced and endured and thus structured over time, is directly
relevant and connected to, how our moods, emotions and feelings are
expressed, as they too infield on a day to day basis. Everything we do
involves time in some away or another and thus as a defining feature of

mental health experiences, it should not be under estimated
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Studying time as a fundamental dimension of subjectivity will enable a
better understanding of its subjective nature, which can help improve the
reliability and validity of diagnosis overall. The diagnostic classification of
all mood disorders is a complex and dynamical process that is

problematic for clinicians and researchers alike.

Strangely though, neither anomalous lived subjective experience or
temporality are included in the main diagnostic criteria or standard
symptom checklists within DSM 5, or ICD 11; although the link between
distortions in subjective time and mood disorders has been well
documented and reported widely in the psychological literature, as
reported in this study; which is no strange thing, given that subjective
time experience is evidently fundamental to our daily social and

cognitive practices.

Contributing practically in an applied healthcare sense was always an
overall aim of this research study. Clinicians face ongoing constraints,
and can do with all the help they can get.What might they learn about a
study of temporal anomalies relating to mood disorders? Firstly, they
become more aware of the sensitive nature of time and what unfolds
often as a result of time enduring, that any experience involves time,
which has an identifiable structure. Differentiating between mood and
emotion may help understand how mood disorders extend overtime.
There also appears to be a temporal consequence for our emotions, as
they become frayed, given the effort that is involved in either ruminating
on experiences or repressing them, which is a common experience in
depression. This also has a direct link to brain and cognitive incapacity
and constraint. (Northoff et al 2018). Clinicians may need to become

more aware of the kind of temporal relationship that our moods and
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emotions have with each other and now this relates in turn to our ability
to manage the flow of time. (Droit Volet et al 2011). A constrained sense
of time can at the same time, induce a mood to switch rapidly, or
become temporally settled in as a cognitive constraint. Emotions can
also play a significant role in affecting our memory, (Tyng 2017). Equally
our emotions can enable a feeling to be both repressed temporarily and
endure and extend over time. Either way the influence of time is
evident.(Fuchs 2013). It is anticipated that this additional insight can help
support existing research and diagnosis with a view in time, of
administering more suitable treatment pathways and thus improve the

quality of life for more people.

The aim is to continue working with the current six participants and in
time extend this number on an ongoing basis. There are definitely areas
of focus that can be looked into further. One such area given the high
levels of mis diagnosis is to look into how one might identify better with
the temporal features that maybe more evident and characteristic of a
certain specific disorder? That is to say, how, if at all, are the structures
underlying an experience of depression different from an experience of
mania for eg, or from borderline personality disorder? There is some
evidence that our temporal experiences play a role in eliciting the moods
and emotions that entail a sense of our self and inter subjective self
(Fuchs 2007m Fuchs 2013), so more information and a better subjective
understanding of this kind of experience, can help improve our
knowledge of mood and emotion as well as give us more insight into
how time unfolds and affects different aspects of our mental health over

time.
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Appendices
Appendix 1: Informed consent form

INFORMED CONSENT

This form is a voluntary expression of the consent by a competent subject
and the adequate information disclosure about the research are critical
and essential elements of the informed consent process in relation to a
properly controlled research study

Please see the following website for further details:

https:// www.ncbi.nlm.nih.gov/ pmc/ articles/ PMC5980471/

THE RESEARCHER

My name is Jack Thompson, Bsc Psychology, MBA. | will be undertaking
the research study and | will be your main point of contact throughout the
study. You may also wish to contact the University | am facilitating this
research through if you have questions, queries or concerns. Please find
their contact details below.

MY CONTACT DETAILS:

jackt2711@mail.com and 07415 880157

INVITATION

You are being invited to take part in this project, as part of a doctoral
research program to become a Doctor of Philosophy in clinical
psychology. The program is facilitated by Selinius University.

Please note the university® credentials:

https:// www.uniselinus.education/ degree-program/ doctor-ph-d-degree-
online-via-distance-learning

PROJECT TITLE

Living with bipolar or something like it
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An anomalous disturbance relates here to an experience, which one
might regard as abnormal. An anomalous experience of time can vary in
experience, description, structure, and content and by degree. You may
simply have had an experience where time appears to go faster, and or
slower than normal, or may be even stand still. Typically these kinds of
disturbances are unrelated to one® normal activity level, that is to say,
one® experiences of time should not only occur during periods of
negative or positive anticipation or excitement. Rather they should be
experienced subjectively and felt to deviate from your ordinary day to day
experiences

CONTEXT

The research project relates broadly speaking to any past or present life
event experience that holds meaning and concern for you. What it is like
subjectively and personally to live with bipolar or something like it, will be
examined, whether you have been clinically diagnosed with a disorder or
not,

RESEARCH ETHICS

According to the British Psychological Society

Code of Human Research Ethics is founded on a set of general principles
that are applicable to all research contexts and are intended to cover all
research with human participants.

https:// www.bps.org.uk/ sites/ www.bps.org.uk/ files/ Policy/ Policy%20-
%20Files/ BPS%20Code%200f%20Human%20Research%20Ethics.pdf
PRINCIPLES AND CODES OF PRACTICE

The ethical codes of practice are built around the following 4 principles,
and should be demonstrated in practice in all ethically grounded research:

(i) Respect; (i) Competence; (iii) Responsibility; (iv) Integrity.
https:// www.bps.org.uk/ sites/ bps.org.uk/ files/ Policy%20-

%20Files/ BPS%20Code%200f%20Ethics%20and%20Conduct%20%28
Updated%20July%202018%29.pdf
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Please familiarise yourself generally as far as you like with these
documents prior to agreeing to participate in the research. If you have any
guestions prior to that time, please feel free to contact me at any time

THE RESEARCH PROCESS
What will be done?

1. You are invited to participate in a series of semi structured interviews

2. The interview will be conducted via the internet, by myself, using zoom
technology

3. Eachinterview will typically last 45-60 mins.

4. The aims is to conduct at least 2 interviews over a period of 3 months,
beginning April 2022

5. During the interview you will be asked questions about your
experiences of time and any anomalies that you have experienced, in
relation to any past or present related event (S)

6. You have the right to end the interview at any time if you feel any

sense or discomfort

The interview will be securely recorded and stored

The interviews will subsequently be transcribed securely and

subsequently analysed by myself and the findings discussed with you.

No other person will have access to the data at any time,

9. Your data will be held securely and anonymously at all times and you
will be given access to the data, including the results, on request.

10. See the following link for further details:

© N

https:// www.eui.eu/ documents/ servicesadmin/ deanofstudies/ research
ethics/ guide-data-protection-research.pdf

RESEARCH AIMS

TO gain a better understanding of the relationship between abnormal time
experiences and bipolar disorder or some other mood disorder that may
be evident, by identifying with the psychological structures that underpin
that relationship, with a view to distinguishing any possible temporal
differences between features of similarly related disorders

Objectives

A To engage in a phenomenological and psychological analysis for
evidence of anomalous experiences of time
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A To describe your lived and affective experiences of time subjectively
and identify where possible, common shared temporal features of their
experiences that may either overlap or converge different conditions

A To compare your experiences of time subjectively, to determine which, if
any, might be distinctive of a given mood disorder?

A To identify, describe and analyse the psychological structures that
support each specific disorder, together with any common factors that
might connect them

MOTIVATION

This project is motivated by the high number of reported cases of mis-
diagnoses in bipolar. The main concern here is the problem of over
diagnosis, ie where a bipolar condition is diagnosed as often when
present as when it is not present.

Why might this happen you may ask?

The reasons are varied, however bipolar disorder type Il is especially
difficult to diagnose accurately because of the difficulty in differentiation of
this disorder from recurrent unipolar depression (recurrent depressive
episodes) in depressed patients.

CONTRIBUTION TO KNOWLEDGE

It has been widely reported, if not widely recognised in the literature, that a
better understanding of the subjective and lived experience of time from a
first person perspective can help bridge the empirical / phenomenological
gap in support of advancements in psychopathology generally and bipolar
disorder in particular.By providing more qualitative evidence of the
presence (or not) of a given disorder, then this might help to make future
diagnosis more reliable

PARTICIPANTSORIGHTS

If you agree to participate in this research study you may decide to stop
freely at any time without explanation. You have the right to ask that any
data you have supplied to that point be withdrawn/ destroyed. You will still
be paid for your contribution (or as appropriate, e.g., fand without
penaltyd. You have the right to omit or refuse to answer or respond to any
guestion that is asked of you (as appropriate, fand without penaltyd. You
have the right to have your questions about the procedures answered
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(unless answering these questions would interfere with the study®
outcome). If you have any questions as a result of reading this information
sheet, you should ask the researcher before the study begins.

BENEFITS AND RISKS

There are no known benefits or risks for you in this study. However the
study may involve questions which may unveil psychological or physical
concerns, of which you might be presently unaware and which may upset
you present or future well-being. You may subsequently want to discuss
any matter which may arise by this means, with an appropriate health
professional.

COST, REIMBURSEMENT AND COMPENSATION

Your participation in this study is voluntary. You will receive in return for
your participation 50.00. You will also be entitled to access a range of
different information sources, relating to bipolar disorders generally

CONFIDENTIALITY/ ANONYMITY

The data | collect will not contain any personal information about you
except that which is related to this study. No one will link the data you
provided to the identifying information you supplied (e.g., name, address,
email)

When your role with this project is complete, your data will be
anonymised. From that time, there will be no record that links the data
collected from you with any personal data from which you could be
identified (e.g., your name, address, email, etc.). Up until the point at
which your data have been anonymised, you can decide not to consent to
having your data included in further analyses. Once anonymised, these
data may be made available to researchers via accessible data
repositories and possibly used for novel purposes. (Increasingly, journals
and funding agencies are requesting or even compelling researchers to
upload data to a public repository. Include a section like this one unless
you justify withholding anonymised data to the agencies you work with. In
case data sharing is not applicable, say something about your intentions
regarding use of the data, e.g., presentation at conferences, publication,
etc. Make clear the extent to which individual participants will or will not be
identifiable, as appropriate)



340

FURTHER INFORMATION

| will be glad to answer your questions about this study at any time. You
may contact me using the contact details above at any time. If you want to
find out about the final findings of this study, please let me know. If you
have questions about your rights in this research, or you have any other
guestions, concerns, suggestions, or complaints that you do not feel can
be addressed by the researcher, please contact the Convener of the
PPLS Psychology Research Ethics committee (psych.ethics@ed.ac.uk).

SIGNATURES

By signing below, you are agreeing that: (1) you have read and
understood this Participant Information Sheet, (2) any questions about
your participation in this study you have asked have been answered
satisfactorily, (3) anonymised data only may be shared in public data
repositories, and (4) you are willing to take part in this voluntary research
study, voluntarily.

Name (Printed)

Signature*

Dated

Name of person obtaining consent (Printed)

Signature of person obtaining consent
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*Participants wishing to preserve some degree of anonymity may use
their initials or simply send an electronic acknowledgment of your
approval (I relate here to the British Psychological Society Guidelines for
Minimal Standards of Ethical Approval in Psychological Research)
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Appendix 2 z EAWEquestion framework 7 O O Eahd® O AT 008

Time or movements appear to change speed 2.1.1 Time or movements
seem speeded up* 2.1.2 Time or movements seem slowed down* 2.1.3
Time or movements seem (somehow) both speeded up and slowed
down

2.2 Discrepancy between internal and external time* 2.2.1 Internal time
seems slower than world time* 2.2.2 Internal time seems faster than
world time*

2.3 Disruption of dynamic organization of time 2.3.1 Time feels as
though completely stopped, static, infinite, disappeared 2.3.2 Time as
disjointed or fragmented 2.3.3 Disorientation in time 2.3.4 Feeling limited
to or isolated within the present moment 2.3.5 Various bizarre
experiences of time

2.4 Disturbed anticipation 2.4.1 Perpetual anticipation 2.4.2 Constant
surprise due to the inability to anticipate future events 2.4.3 Feeling that
Aanytcouldh g p p B.440Protention (future directedness) collapses
2.5 Disturbed awareness of the expected future* 2.5.1 Future seems
nonexistent* 2.5.2 Future seems unimportant or irrelevant* 2.5.3 Future
seems threatening* 2.5.4 Premonitions*

2.6 Disturbed experience of memories or of the past 2.6.1 Past seems
cut off* 2.6.2 Past seems vague or obscure* 2.6.3 Past disappears or
seems nonexistent* 2.6.4 Past seems accelerated* 2.6.5 Past seems
slower* 2.6.6 Intrusiveness of the past* 2.6.7 Erosion of distinction
between past and present* 2.6.8 Past seems disjointed

Downloaded by: Universitatsbibliothek Heidelberg 129.206.31.43 -
4/8/2017 10:14:27 AM EAWE: Examination of Anomalous World
Experience Psychopathology 2017;50:101 54 DOI: 10.1159/000454928
49
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Appendix 317 EAWE question framework i dAtmosphered

5.1 Derealization of the world 5.1.1 Remoteness or barrier (plate-glass
feeling)* 5.1.2 Decreased intensity or substantiality* 5.1.3 Deanimation*
5.1.4 Falseness 5.1.5 Loss of enticement quality* 5.1.6 Static quality,
stillness, or morbid intellectualism 5.1.7 Nonspecific/other derealization*
5.2 Loss of affordances

5.3 Inanimate things seem alive or intentional*

5.4 Heightened intensity/hyperrealization*

5.5 Déja vu experiences

5.6 Jamais vu experiences

5.7 Perplexity 5.7.1 Confusion of realms 5.7.2 Unreal interferes 5.7.3
World experienced as incoherent, disoriented 5.7.4 Perplexing
hyperawareness of tacit dimension

5.8 Anomalous manner of ascribing or perceiving meaning 5.8.1
Meaning imposed on object by subject 5.8.2 Meaning inherent in the
object itself 5.8.3 Proliferation of meanings from the object

5.9 Anomalous forms of meaning 5.9.1 Physical or literalist instantiation
of abstract meaning 5.9.2 Anomalous classification

5.10 Intensified awareness of patterns or trends*

5.11 Anomalous sense of causal relationships 5.11.1 Actions or events
seem controlled by an external force or will 5.11.2 Actions or events
seem predetermined or planned

5.12 All-inclusive self-consciousness/ontologicali par anoi ao
5.13 Diminished ontological independence of experienced
world/subjectivism 5.13.1 Subjectivism/solipsism 5.13.2 Double
bookkeeping 5.13.3 Influencing physical reality 5.13.4

5.14 Revelatory or pseudorevelatory (apophanous) mood 5.14.1
Uncanny particularity 5.14.2 Self-referentiality 5.14.2.a Paranoid
significance* 5.14.2.b Grandiose significance 5.14.2.c Metaphysical
significance 5.14.2.d Unknown/unstatable significance 5.14.3
Unspecifiable strangeness

5.15 Quasi-mystical experiences 5.15.1 Mystic union with the world*
5.15.2 Mere being

5.16 Experiences of the end of the world

5.17 Anomalies of mood or affect 5.17.1 Emptiness, numbness,
indifference, lack of spontaneous response to the world* 5.17.2 Feeling
of emotional/affective blockage* 5.17.3 Pervasive, nameless anxiety with



344

fear of annihilation* 5.17.4 Basic irritation, restlessness, anger
(nonemotional dysphoria)* 5.17.5 Detached euphoria 5.17.6 Despair,
demoralization, hopelessness* 5.17.7 Abnormalities of mood constancy*
5.17.7.a Mood or emotion is abnormally persistent* 5.17.7.b Mood or
emotion is abnormally labile* 5.17.8 Incongruity of mood or emotion
5.17.8.a Mood or emaotion inappropriate to the current situation 5.17.8.b
Moods or emotions are mutually contradictory

Downloaded by: Universitatsbibliothek Heidelberg 129.206.31.43 -
4/8/2017 10:14:27 AM EAWE: Examination of Anomalous World

Experience Psychopathology 2017;50:101 54 DOI: 10.1159/000454928
49
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Appendix4. establishingneaningfulunitsto highlightthe psychological
transitionandexpressionowardsthe subjectivestructure The analysisof
thedataoutlinedhereincorporateshefirst threestageof the descriptive
phenomenologicafsychologicaimethod.Theresponseseregivenin
relationto their experiencesf anomalougime in relationto mood
disorder

T1

Whatl canremembemwasit wasp r o | o mmy feesl Bemoryis from
threeandthenthelastoneis aboutsix. So,for thosethreeyears,andthen
therewasotheroccasionsn my ésortof whenl was19,therewasan
incidentwherel wassexuallyassaultedasciviously,andthenanotherone
| wasabout25, | wasdateraped

R1

Whenaskedabouta sexualassaulthattook placeherdescription)ooking
backasanadultwasbothatemporalin termsof lengthoneaswell as
suggesing morespecifically,a high level of psychologicaintensity
towardsthe experienceA little laterin theinterviewsheusedthewords
again,0 p a i andéuplroéo | tm degeeibdhdw time appearedo affect
herduringherbreakdownA psychologicafeminderperhapsf past
experienceseappearing.

T1

It wastheway hewasactingoutandhis behavioursandthethingsthat|
sawon paperwaslike me.So,hisbehavioursotheyd i dhavethe
evidencebutit waswhathewasdoingsowhenl lookedonthe 12 signsof
sexualabuseandl waslooking througt® it waslike it wasmeon paper,
thethingshewassaying,thethingshewasdoingandit justcameoverme
andit hit me

R1
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Whenaskedwhatjoggedher memorysheconfirmsthathermemory
resonatedy whatshereadaboutanothersexoffender,which reminded
herof herown experiencelong ago.Oneshehadup until thatpoint not
beenconsciouf. Theimpactwassudderbut clearonceagain

T1

| think thatprobablywaswhenl washavinga breakdownvhenl wasin a
domesticviolencer e | at i o n dirheithma iewaslike | washaving
outof bodyexperiencesol w a s quiethere. My hearingwas
hypersensitivel, justd i dfeefthtatl wasin my own body.| Gsdyi ttlies
latter,soi t tlieslowingdown. It waslike | wasin aquagmireof just

mu s h dadto Wearahearingdefendemwasthatbad.So,atthetime, |
wasdealingwith whatl wasgoingthroughwith him andthenl just
acknowledgedvha hadhappenedo mein the past.

R1

Whenaskedaboutanomaliesf time sheconfirmsa heightenedenseof
hearingasshebecamemoreawareof time slowingdownin the present.
Theeventshehasrecalledbeinghighly traumatichasheightenedersense
and madeherawareafteraverylongtime

T1

So,atthetime, | wasdealingwith whatl wasgoingthroughwith him and
thenl justacknowledgedavhathadhappenedo mein thepast. So,asl 60 v e
tried to explainto my friend, my mind wason aloop of memoiesfrom the
past.lt wasjustall the pastmemoriedrom whenl waslittle andit wasall

to do aroundthattime framebetweerthreeandsix. Yeah,t h awtherest
tookmebackandt h awheretheabusehappened

R1
Herehermemoryreturnsto the pastandusestheword 6 a b dostleedirst
time to describeherexperienceasshebecomesnoreawareof whathad

occurredandthingsbecomecleareronceagain

T1
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Yes,buttheywerelittlet i n YAr&lt h ahbwl Enowt h e yeélr e
because 0 alveayshadthosememoriesputl 06 neeersatandlinkedd
andt h awthered O sayinglike ajigsawpuzzle,it waslike that. | mean,
| 6 goteightmemories

R1

Now shedescribediermemoriesaso t i assheivassoyoung,butnow
theyhavebecomesovivid shecanrecalllittle details.Sheis evenableto
putanumericalnumberto them,suggestingt happermmoreratherone

T1

Tina, you needto slowdown. You work in anautisticschoolandyou are
very,very heightenedLike timeis slippingaway,| h a v @aotthettimeto
doit. So,i tliked i mew sltha v @oténdughtime. Yeah,butit
wasmorelike | wasdrowningnottreading. | wasdrowning.l 6 alveays
felt helplessLiket i mgoidagandl O vary frantic aboutthat. Well, |
mustbein thefuturebecausé Othmnkingl Gtrying to create

somet hi ngé éeytebreecatmdeveandl ogb,i Hod @, O
because tliked goverybroadonmythou g ht s é lgaveto god
massiveanddo thingsthatpeoplehaveneverdonebeforeandmakeit the
besteversportsday.| feellike | 6 godesstime.

R1

Whenaskedaboutherexperiencesf time further,in termsof having
moreor lesstime, shedescribedierheightenedenseasdrowningon the
onehandandhavingto excelherselfto surviveontheother.The
psychologicakxtentto which shehasto pushherselfis donesousinga
slitting achievemenanalogy

T1

Becauseany brain,it opendike alaptop,it loadsthetabs. So,i t opens
like loadsof tabs. So,| doit now, | wakeup atthreeo 6 ¢ lindhe k

morningandl 6 gotall thesetabsopenedup. Becausamy job, | haveto
multitaskandl 6 gotfour differenthatsl call it to my bosssol 6 goe
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four differentresponsibilitiesfour differenthats,andthenin thosehats
| 6 gotall thesgobsto do.

R1

Sherefersto hermind asa computerwhich hasto processrastamounts
of data,andwhich become®verloadedandoverwhelmedvhentoo much
informationariseswhich shecannotprocessandthusdealwith, whichis a
continuationform the drowningmetaphorwhichis accentuatedsshe
workswith kids with autismandadhd

END
Al

My husbandvasanillegal immigrantandnot playing by therules,sol
hadthe stresof thataswell a®d thenafterwardsCOVID hit andwe were
isolated. He wasn'tthere,again,adheringto therulesduringthe
lockdown. So,I'm sureyou'll remembethefear

R1

Thefearfactorhereis both psychologicalje making heranxiousand
emotionallyconcernedor heryoungchild, andmoodrelated,in termsof
thefight for heridentity andlife with anewchild, in the backdropof
Covid. Shefeelsout of tunewith theworld bothdomesticallyand
environmentally

Al

| wassayingit's thetime factorthatgot meintriguedbecause don'thave
it. I I don'tmanagemy time well, | feellike | havenone. | don'twork. I've
gotPTSD,butalsoADHD. And | know ADHD affectstime like you
wouldn'tbelieveit.

R1

HereAl acknowledgeshatshehasa problemwith organisingand
managinghertime. Shelikensit with a conditionthathasanafterthe
eventaffectandonethathasboth attentionalandhyperactivitylinks
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Al

| wassectionedn Au s t r a | ithat@asaftexansekualassaulfrom
somebodyhatwastrusted.l've beentold thatwhathappenedn regardgo
thatwasa similar thing to the PTSD,whereall the boxesinsideyour head
openup atonceandthatit all becomeslittle bit too much. So,basically,
my memoy atthatstagewasl don'tremembemy childhood,but during
thatperiodl rememberedraphicdetailsof everythingandrecordedhat.
But thereasorthatl did wasbecaus& notbecause didn'tthink | was
goingto remembeforever,butbecauseheinformationwascomingso
quick thatl knewthattherewasn'tenoughtime in thedayto re-remember
thisinformation.

R1

HereAl illustratesthe gravenatureof hervery privateexperienceShe
refersto the presenitnomentdeingoverwhelmingandoverwhelmediue
to thelack of attentionalor retentionafocusregardingthe past.However
oncefocusedsheis ableto identify graphicdetailsandrecordthemin the
presento usethemfor future purposesThelack of time mayhavebeen
dueto therise of pastexpaiencesemergingfrom hermemoryand
flooding herpresent

Al

Theyalsodiagnosedt the sametime with borderlinepersonalitydisorder.
And so,| researchethoth of them. Theborderlinepersonalitydisorderns
quite anastyone,to be honest. It's not a nicediagnosigo have,but
bipolareither. Neitherof themreally fit me,althoughfamily members
would maybesuggesthatbipolardoesin theway | managdife. | think |
find atnight, time goesslower,which s bizarrebut time goesslowerof an
evening,you know.

R1

Herethe problemof diagnosigs consideredroadlyon the basisof how
slowtime goes.Thereappeardo beno repressiorof the past,defence
consistan atemporalsplitting of herselfthatexcludegastandfutureas
dimension®f objectconstancybonding,commitmentyesponsibilityand
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guilt; wheresheis living constantlyin the now, switchingfrom one
presenexperienceo anotherwhich would be consultantvith BPD

Al

Godstoppedheclockfor meandI'm like, " Wo wYoa know,i todlg
beenfive minutesandl've achievedsomuch.sohestoppedheclock, so
like it sloweddown| guess.You know, thatfive minutesfeelslike it was
anhourandl've managedo achieveanhour'sworth of work in thatfive
minutes. And I'm like, "Wow!" you know, and| look atthe clock again
andbelike, "No way s it only 10 minutesnow." You know, like it feels
really quite bizarre.

R1

HerequiteuniquelyAl describegime seemingo 6 s | doovww as8he
refersto it consciouslyaftertheevent.An experiencavhichis often
associateavith depressiormndnegativelyandasanextensiorof time
perceivedsubjectivelyanddifferently to clock time, whereonly five
minuteshadgoneby whenshethoughtanhourhadpassedin contrastto
this, Al seedo describehe oppositeeffect,asshethoughtanhourhad
goneby, whenin fact only five minuteshad,andsheexperiencedhis
positively. Shemight haveotherwisedescribedhis experiencef time as
Ospeeaegidng

Al

Well, today,asanexamplemy son'satnurseryatoneo 06 ¢ lamdsokust
waiting for oneo 6 c ltocameandthatwastakingforever. So,| looked
attheclockat100 6 c | 1a @ & ¢ lamdit'sdike, oh, it's only two hours
andl've still gottwo hoursbefare he'sto go, you know.

R1

In thisresponsdo a questionaboutif time draggedor her,in contrasto
thepreviousexperienceAl describedersenseof time asdragging,asshe
watchegheclock. Thensherevertsto describingtime asgoingby so
quickly.
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Al

Everyroomneededrganisingandobviously,l hadababy,andso,yeah,
| guesstime felt like foreveratthatstage. And, you know, with ayoung
baby, t é Y geaalhl'm notsurewhethert's normalor not. It felt
normalfor it to feellike forever,andthenwhenyoulook backto that,asl
look back,I'm like, "Wow," you know, thatit literally wasjust thatquick.
But atthetime, it felt like aneternity. | wassleepdeprivedmassivelyand
quitereactive.Theworsttime is from 4:00till 6:00,it still is atime that
whenl'm in bedit dragsusandl'll try andgetbackto sleep butwhenl get
u p dike | said,I've changedmy routinenow, sol getup, | dosome
exerciseandthatkind of thing. It tendstogoalotq u i ¢ kthemight .
seemdo lastforever.| setanalarmto pick up my sonfor thefactthatthat
happens.So,basically,it all of asuddenjt'sdafto 6 c | Yeah butjust
becausdime flies andthen,andl setit for half anhourbeforebecauséhat
half anhourbefore canjust, you know, it mightjustbegettingmy keys
togetherandgettingafew thingstogetherputit just seemdo disappear
andthereforeyeah,l don'tlike to leaveit till thelastminute.

R1

A 1 @exceptiorof timeis describecherein the contextof organisingher
routinewhenher partneris atwork. He worksaway.Shedescribesime as
bothappearingo lastaneternityanddragforever,virtually atthesame
time or perhapgust after, certainlywithin the sameorganisationaflow of
time context,in termsof hereverydayroutineis concernedShedescribes
herperceptiorof time asswitchingrapidly from draggingoneminuteto
flying anddisappearinghe next,assheaimsto prepardgor herdaily
routines which seemaffectedby thetempoal disruptionsheexperiences

Al

Shegoesonto say, thatshealmostgetslost walking aroundin circles
withoutactuallywalkinga r o u n chétjustwalking aroundin circles,
butit'salmostl i k edé&n'tknow, I've seenit wheretheysayyoudo it
theoneway, you openedhefridge to checkout thefridge thenworked
outyou neededo cleanthefridge, thenyou weregoinggo shoppingand
look for thereceipt,andthenyou sortedoutthereceiptdrawer. I'm kind
of thatpersonyou know,w h e r iesalackof focus.Yeah,that'smy
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problemis theflow. Exactlythat. And my mumusedto sayto me, if
there'saneasyway anda hardway, you'll dothe hardway. | need
somebodyto comeandplanmy dayfor me,if youwill. Like if youdo
this betweerthis time andthis time, andtry anddo this andthis andthis
andthis,thenmaybel'll getsomewhere.

R1

Again Al describesiowthe disruptionto the organisatiorof herdaily
routinesaffectsherin the presentandon adayto daybasis.Thereis none
or little referencdo anyfuture or the pastactivities.Shedescribederself
asbeingvery muchstuckin the presentThereseemao orderor efficient
structureto heractivities.Shegetseasilydistractedassheflits from one
taskto anotherall of which entailsa disruptionto herdaily routine.Her
inability to focusontime or a particularroutinemeanssheappeargo get
nowherefast.

Al

| tendto only planoneor two things. And so,for example yesterday!|

took my sonto this Splashplace,butw e 6boakedin for 11:15. | hadthe
intentionof goingfor breakfasbeforehandwhichis justoppositeit at 10

0 0 ¢ | Weekdedup gettingout of thehouseat11:15andsol get
agitatedandanxiousandalittle stresse@ndrunaroundin circles.I'd

literally beenup anddown,you know, andsothenendedup goingwithout
breakfast.And so,for me,that,for examplenurseriesatoneo 6 ¢ Ismat k
oneo 0 c listhetined whereasnostpeoplewouldbelike, A Nur ser vy
drop-off is justa nurserydrop-off, it's five minutesof your day,whatthe

h e | Thatto meisamassivahing.|l t afmostlike aday'sworth of
mentalpreparatiorfor me € alwaysfeel outof controlin regardgo
organisingtime. Yeah,| seentfar too optimisticabou whatanhouris
achievedwhat'sachievablen anhourmaybe

R1

Al describediowthe simpletaskof droppingoff herchild atnurseryturn
into alogisticalchallengeataskwhich hersenseof timing andorganising
constrainsShedescribesot beingableto easilyorderandconnect
differentaspect®f thetasksuchasgettingherthingstogethergettingher
child ready,havingbreakfasteventhoughit is not until theafternoonHer
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organisatiorof timed o e dlow@asilyfrom onethingto another Sheis
unableto preparenow everlong shehasto do so. Shefinishesof saying
thatanhourfor herappearso speedoy without herbeingableto complete
all herpreparationgndsheagainremainssurprisechow quickly i t gore
by ands h dadlesl both to noticeit anddo whatis requiredwithin thetime
s ¢ a | e éausthbrfursheragitation.

END
C1l

| 0 justbeenspeakingo somebody.Andi tnotgoneverywell. So,for
meit triggerslike atraumato somethinghathappenedike yearsago,and
thenin my headi tlikest bringsbackall thesefloodsof emotionsand
theway thatit makesmefeelis like how! 6 beenfeelingrecently,l 6 m
nevergoingto find it again.

Solike it triggerslike traumafrom somethinghathappenegearsago,
andthenit all startsJike my headjust goesinto like overloadandi t likes

lc an 0 tlikeil ¢ ® sdemto find happinessn thepresenmoment,j t 6 s
like I 6 aonstantlyworryingaboutw h a goihgto happemextif that
makessense.

R1

HereC1 experienceshewhole past,presseandfuturetemporalspectrum,
asshedescribe® f | ofe an® t i 6ol naev@rgonnafindita g aand 6
0 ¢t a rserto find happinessn thepresenimo me His@lescription
showsthetrue structureof time, in somud asanexperiencas nevertruly
containedwithin any particularmoment,or confinedto anyonepartof the
temporalstructure.

C1l

Quitevividly, g u i t e &erycleay. Alimostaslike it happened
yesterdaysometimesyeah.Andi tliked canremembesuchsmall
detailsof thingsthathappenedihatlike hurtmesomuchbutt h e gtid r e
in my headandl canpictureit in my head

R1
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HereC1 describeghe clarity of hermind whilst the painful experience
remainswith her,appearingovividly, evenastimegoesb y € . s h e
describeserrecallasbeinglike i tirgstant

C1l

| ¢ a medlly seeanyotherissueghatl really strugglewith apartfrom
emotionalandmy feelingsandrelationships.| feellike t h atheman
thing thatl strugglewith, thathurtsme atthe momentor somethinghat
triggersmy emotionsto beall overtheplace. | think thatis my biggest
triggerpointnow.

R1

HereC1againdescribeslearlyhows h de@&lsaboutsomethingpainful
andpastin the presenandexplainsthe contextof herfeelingsand
emotionsasbeingrelationshipandinter subjectve in nature.

C1

It seemdike it goessofastatnight,sometimed d o mgétd beduntil 50
clockin themorning,| feellike time justgoeslike that,like | oldok atthe
clockandi t k@4:00in themorning,l 06 like, ohmy God.Yeah,because
thenl worry abouthow muchsleepl 6 guingto get. | worry aboutif | 6 m
evengoingto getto sleeplike ata goodtime, andthenl worry aboutwhat
timel Oguingto wakeup. Whenl wakeup in the morning,thefirst
feelingl feelis anxietybecausé get scaredhat! 0 @itkersleptpastmy
alarmbecausé usuallydothisthingwherel Gsl@epthroughmy alarms,
andl Oomakeup,andl Gudtbein this stateof paniclike knowingthatl 6 d
eithermissedanappointmentlike lastweekwithy o u é é éappesto
meall thet i me énaigliterally, it just shutsdownlike if I 0 thanking
abouttoo manythingsatonce,| physicallycannotcope

R1

ThedisruptionthatC 1 @ife andsleeppatternsdhason heraredescribed
here.Shedescribesime asgoingfastat night, prior to hergoingbedat4
or 5am.Thisthencauseserto beanxiousabouthow shewill organise
hertime, how it will unfold anddisruptherdaily routine.Shealso
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describest asarecurringpatternor vicioustemporalcircle, which then
causesnerto becomeoverwhelmedandshutdown

C1l

A baddayis like | don'twantto getup, | don'twantto do anything,l don't
wantto eat,like | can'teat. | physicallyhaveto force myselfto eatbut
thenbecausé feellike | 6farcing myselfto ed, | don'tfeellike my

b o d gigestingit properlysol still feel weak,like this wholeweekl just
felt sodrainedbecause 0 Waedlybeeneating. And it's notbecausé
wantit, andmy appetitehasjustgone,i tjustdecaused 0 lveensoupset.
This only everhappensvhensomethinggoeswrongwith aboy. Yeah,
that'sthe only thing andthat'sthe only way | cantell, or somethingoad
happendike for examplef someoneavereto die or somethingoadjust
happengsvasto hurtmethatemotionally like | struggleto eat

R1

HereAl describes baddayapatheticallyandpossiblyaftera late night
andadisruptionof hersleep.Shedescribedeelingemotionallydrained
andupsetHer moodbecomeslepressedndeverythingseemshopeless
andshebecomeslackingin energyanddemotivated

C1

Yeah,like obviouslysomedays,time will justfeellike it goessoslowand
I tjustdike | Ojustwaiting for thedayto justend,andthenin. some
days,thetime wouldjustgo soquickandi t likesoh my God,wherehas
thedayactuallygone?

R1
C1goesonto describeheeffectof theupset.Time justappearso go far
moreslowly thanwhensheis on a night out. However,beforesheknowit,

shehasrecoveredandsheis backoutandtime hasonceagainappearedo
speedup

C1l
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| feellike it dgpendshow whattime | wakeupin adayreally. If | wake
up at9:00in themorning,| feellike sometimesny daysgo abit morelike
monitored whereasf | wakeup at 3:00in theafternoonl alreadyfeellike
half my d a ygonganywaysoit feelslike time @anesofast,

R1

HereC1 describegheinfluencehersleeppatternshavein hermoods.
Recognisinghefactthatsometimeshespendsverhalf thedayin bed.

C1

| tliked Ofighting. | tliked O aonstantlyin abattlewith myself, like
youd vgetall thesegoodthingsgoingfor youC,d o rebthis onething
ruiny o u edwellbnthingsal ot é thefybotdmemoried §justireplay
in my headoverandoveragain.Yeah,| alwaysthink like, ohmy God,
thisis nevergoingto happeragain. |16 mevergoingto meetanybody
again

R1

HereC1 describesiow hermemoriesaffecther senseof time, confining
herto the past,ontheonehand,andthefuturein the other,although
recognisinghatthe presenis somuchmoreappealing.

C1

Becausd strugglewith thatandl struggleto connectwith peopleonlike a
certainlevel, sofor meconnectings very important,sowhenl do meet
somebodyandl feelsomething h avergrare,like | feellike it really
scaresnehow | canfeelthatemotionbecause t sdrareto comeby
becauseota lot of peoplehavemademefeel thatway if thatmakes
sense?Like notalot of peoplecanopenthatdoorup for me

R1
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HereC1 describeseremotionalstateandwhatis meaningfulto her,when
shemeetssomeonesheconnectswith. Shedisclosedierinnerfeelingsand
describesherawnesshefeels,describingt furtherasbothpositiveand
scary.Her senseof oneto onenes,or evenunwindsof theconnectionjs
alsodescribed

C1

Ohmy God,is thebiggestoverthing for dissociatiorme. | ¢ a re\entell
you how manytimesl| questiommy life, like | 6bkednanightout,andl
genuinelysometimedeellike my life i s reéllike | feellike | 6 ot
alive.Honestly,| ¢ a riefl youhowmanytimesl 6 eoervincedmyself
thatl 6deadandthatl O basicallystuckin acomaandthatall of this
aroundmei s real.t

R1

C 1 Genseof reality is reality is exposecdere.Althoughshehasdescribed
herselfasa substancabuserwhatshedescribedereis bothafiniteness
le death,andalifelessnessn the presentje acoma.l t alssdescribedas
arepeatingpattern.

C1

Thisthing thathappenedvassovivid like | remeanberseeingthis person
stoodon top me,stabbingme,butl felt it, like | could, physicallyfeelthe
pain. Sol cameout of thisthingand| justremembescreamingny head
off, like screaminglike | wasliterally in pain,like | couldfeelthefeeling
like I hadbeenstabbed

R1
ClthendescribesnhallucinationsheexperiencedShedescribes,
psychologicallyhow scaredshewasanddescribeshe painasfeelingit
physically.

Cl

| wentinto adifferentdimensionike | 6 neeerbeenableto comeback
fromit, like | ¢ a red youall thethingsthati t ntademefeelbutt hat 6 s
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why | feel sodissociatedyell, whatevertheword s, from reality because
| justfeellike ]l 6nmo t @ & rfeillike | 6 beenmyselfeversinceit
happenedo meandthis happenedo methreeyearsago.

R1

C1lgoesonto describeheexperiencescausingherto disconnectrom
reality andexperiencesomethingquite different. Shereferto hersenseof
selfaltering,causingosychologicathangesn herwhich havelastedthree
yearsto date.Theexperiencas describedasspanningime

C1

If | wasto look forward,| Gséelike i t adnsxture of positiveandnegative
becaus®nething | think aboutis | knowthatl 06 guingto diewhichis
constantlyon my mind. But then | alsothink aboutl know onedaythat
everyoneelsearoundmeis goingto dieaswell. | 06 gaingto haveto live
outmy mumoneday. | 6guingto haveto live without my dad. | do
worry aboutthesethings,notkind of aneverydaybasisbuti t liked see
myselfbeingsuccessfubutthenl think | justknowthatoneday,| am
goingto gethappybuttheni t goilsgto gettakenawayfrom mebecause
| 6guingto losesomebody

R1

Askedwhatthefuture holdsC1 describederthoughtson death herown
ando t h &hesalsblooksallittle morepositively onthefuturein termsof
beingsuccessfulbutthenrevertsbackto theideathatherhappinessvill
beshortlived. This senseof forebodingis experienceédsbeingmoodand
anxietyrelated,notjustin the psychologicakenseof fearingoutcomes
thatremainuncertainrandun-experiencedif we wantto understanavhatit
meando be anauthentichumanbeing,thenit is essentiathatwe
constantlyprojectour lives ontothe horizonof our death.This is what
Heideggefamouslycalls"beingtowardsdeath".If ourbeingis finite,
thenanauthentichumanlife canonly befoundby confrontingfinitude and
trying to makea meaningout of thefact of our death.

C1l
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Probablypast.| 6anoverthinkerandl think aboutthe pastalot like |
constantlythink aboutthings,how thingscouldbe different,howif | had
notdonethis onething, thingscouldbed i f f e r e n théughl doe v e n
live in thepastalot, | alsothink to myself,well, if thatd i dhagpénthis
mightnotbe happeninghowsoi tlikesagain,! 0imabattle.Yeah,it
really is importantto mebecausé wanthappines&andl constantlywant
tob e ewantto besuccessfubrd | wantto havethe perfectlife. | want
to havemoneyto be ableto supportmy mumlike shehasme,andl want
to beableto give my sisterthelife thatshedeservesandl wantto beable
to behappywith somebodyike whenl seeafuturel feellike the main
negativefor meis justknowingoneday! 0 guingto haveto live without
people.

R1

Askedwhereshespentmostof time thinking about,C1 saysthe past.C1
describesowthefutureis ableto influenceanddeterminghefuture,
which sheseesegatively. Howeverasshemovesbetweerthe pastand
futuresheis expressin@g desireto be ableto circumnavigatéherprior
behavioursyetagainsheacknowledgeshefinitenessof death.Thereis
nothingmorbidaboutbeingtowardsdeath .Heidegger'shoughtis that
beingtowardsdeathpulls Daseinout of its immersionin inauthentic
everydaylife andallowsit comeinto its own. It is only in relationto
beingtowardsdeaththatl becomepassionatelyawareof my freedom.

C1

T h e rdefiditsly gotto be somethingelseoutthereafterthis like surely

wed o nudtdie,i tlikeamy brainjustgoesinto all thesedifferent
thoughtprocessesandl 0 justlike ohmy God,l d o rkilotvw h 0 0 s
fighting with who. | t ndtéike | 6 sayingl 6 goHoadsof different
peopleinsidemy brainbecause h a v eliked definitively not gota split
personalitydisorderbecause 0 motl think | Okdow,alwaysme,buti t 6 s
justlike my moodsandmy emotionsandlike | saymy different
personalitiesvithin myselfjust comeoutin differentways.

R1
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Clis notconsciousof describingherneedfor recognitionandfreedombut
neverthelessontinuedo searchn herdescriptiondor expressionghat
will allow time to healher.Sheexpressebow hermoodspervadeand
how heremotionsthoughdifficult to experienceandmangesometimes,
mightequallybe guidingher. Shedescribeserselfashavingdifferent
moods,emotionsandpersonalitiesywhich comeout asputsit, or emerge,
in differentways.Thereis no evidenceof alossof self or mindsor
thoughtintrusion,or hersenseof lived andimplicit temporalexperience,
which shefrequentlydescribe@asspanningime

C1

| 6wvarybubbly,l 6wvaryconfident. Whenl 6autonanightout,I 6 m
confident,| 0gb upandspekto anybodylike | 6 vary,youknow, | like
to | look aftermyself. | like to takepridein myselfandmy appearance,
andl dolike to think | & ameally goodpersonbecausé d i duséititb be
| i k e éhingeahyselfloads. But behindcloseddoors,sonmetimesl 6 m
very depressedndl feelverylonely. | Gidolatemyselfandl d o rfe@lt
like | OtheC thateveryoneseesonanightoutsometimes

R1

HereC1 describedglifferentexperiencespnepublicandoneprivate.She
refersto how sheis experiencd by otherswhensheis outasbeing
differentto how sheexperiences$erself.He senseof self spansa spectrum
from confidenceo low selfesteem.

C1

because startedto look to thefuture,l look too muchinto thefuture,like
| 6wath himandl 6thnking aboutthingsthatw e 6goilegto do
togetherhowthingswould bein thefuture,andthenatthe nextminute

I tlikeswell,t h anbt§omngto happemow andall thefutureis just
gone.

R1

HereC1 describegime on atemporalspectrumShesometimes
experiencesime asbeingthe past,futureandpresentall in oneday.
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T h e rneoddsredsenseor temporalboundary all aspect®of time appear
to converge.

C1l

Yeah,definitely, 100%. | t liked saidl ¢ a red@tvwhenl 6imabadmood
or whenl feellike shit,| ¢ a red.tMy moodaffectsabsolutelyeverything
forme é é .

Well, it dependsauntil it changesuntil somethinghappenghatmakeme
fed betteror until | justwakeup onedayandl| feelin adifferentmind-set
like

R1

Askedabouthow hermoodsaffecthershedescribeshis effectasbeing
absoluteaspervadingall shedoesthinksaboutandexperiencesShealso
describeghetemporalunexpectedness the changehatoccursto change
themood,from dayto day.

C1

Trying to understandhe conceptof wheny o u gomggthroughthat
situationof whatin your headis poppingup is actuallyarealexperience
orif y o u itnagaingit is so, so,sohard,like | ¢ a ned you how hardit
Is. Like afterl gotto theendof my hypnotherapytheyusedto dothese
thingswith mewherel wasgoingthroughmy headandl &odenthese
doorsandt h e gsknakto explainwhatwerebehindthedoorand if there
wascertainpeople,andh e astedmeto imaginethingsbutl abd
iImaginingsomethinghatwasactuallyrealwithin my brain,so. And |
think for mel wastryingt o éwasverydifficult for meto understandhe
realnes@andtheimaginary.ls this actuallya realthing thathappenear
aml makingthisup

| 6trging to think is thisactuallysomething h areakrsam| just
thinking it?

R1
HereC1 challengeshenotionof reality asopposedo imagination.She

describeshe experienceelicited via hypnotherapywhich shewas
receivingfor herborderlinea personalitydisorderdiagnosedasbeing
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kind of unreal.Her senseof reality is not distortedhere,noris her senseof
selfdelusional Sheis just describingsomethingrom herpasttha she
fails to associatavith via this meansShefails to recognisehe experience
andsosheis notsureof it did happeror if it wasimagined.

C1

Hey askedme aboutabouttimeswheny o u threegfour yearsold which
thiss h o u lwdried,andit wasliket h e vhibkinglike all thesethings
arecomingto my headbut!l 06tnging to think is this actuallysomething

t h arealmrsaml justthinkingit? | doremembesomehingwhenl were
akid, d o mgétmewrong,butlike thethingsl 6rememberingvas
somethindike | felt like | alreadyr e me mb e r le @ayaat of my
memoriedrom theageof beingllareveryvivid. | canactually
remembeag lot of thingsandthe memoriesthat! doremembelt G&saythat
t h e yedysalidly vivid. | &saytherearethingsthatl experiencednd
theydefinitely happene@ndl doremembethemastheydol i k they
kind of explainedmy own life. This stuff theyweretrying to tell meabout
memoriesarelike someof your memoriesasyougoonlife,t he nwa r e
actuallywhattheywasatthatpresentime becauseastime goeson, you
defragmenthem,soyou mightremembeia momentasit wasbuthow
manytimesy o u gonebackto thatmenory andi t aétgallychangedn
your headbecausgouremembert differenteverysingletime. Yeah,| do
understandhatbut| feellike alot of the memorieghat! doremembeags,
theyarewhattheywasatthattime.Like | 06 noedefragmente@nything

R1

In this ratherlengthyextract,C1 relatesherown memoriedo theideaof
fragmentingandchanging.The experiencef it changingastime goes
illustratesherrelationshipwith hows h de@lsmgnow,which startedatthe
ageof 11it appearsasthosememoriegemainvivid, andhelpedexplain
herownlife asit is now. Fromatemporalperspectivéime hasboth
enduredandextendecandcontinuego partof C 1 @aisciousxperiences,
albeitin afragmentingandchangingaspectAlthoughfor Clsheha s n 6 t
fragmentedanythingcertainmemoriesarenotonly very vivid theyare

real. For C1thepast?andmemoriesarenot fragmenting.C1in reaching
backin timeis doingsoin asensdhatshecanrelateto now, that
continuego appearealto hernow, after all thistime.
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END
Gl

My behaviouthadbeenstrangeprior because wasbuyinga carthat|

w 0 u | mormally haveboughtandl waspayingan X amountof money
for it, so,it wassymptomaticthatit wasobviousthat!l washaving
hypomanicepisodsin betweereachdepressionl. mean,| washaving
thesesuicidalthoughtsthesentrusivethoughts)'ve wantedto live, andl
would talk myselfout of them.| wasseverelysuicidal.l wasseverely
depressedandl couldn'tfunction.And | would just spendliterally days
justsitting, andtime would drag.

R1

HereGLlis exploringherexperience termsof its multiple effectsthey
haveon her.Experiencingime draggingbeinga morememorableaspect
of it. Thisis conducivewith afeelingof depressio.

Gl

I'm dictatedby mys | e e p é totally, fotally dictatedby my sleep but
what! will dois my bodyclock seemdo shift aroundwhenl haveasleep,
whenl'll sleepbecause’ll notbeawakeat 12 hours. Say,if | wentto, like
this morning,| was't earlythis morningbecause¢ wetthebedbecausé
havetroubleswettingthe bed. That'stheonly thingthatl dowhenl sleep
in adeepsleep. And then,l getwokenup by that.

R1

Askedaboutherroutinesandorganisinghertime. G1 relatesto herbody
clock andto atraditional12 hourclocktime cycle. Althoughsheaddsat a
latertime thatsheneedgo takehermedicatiorwhich helpshersleep so
thedeepsleepmaybe partly induced which thenin turn addsto the
problemof bedwetting.

Gl



364

| alwaysusedto getreadyatthelastminute. | think | hadmoretime than
| actuallyh a d é didn'tplanproperly. | justcouldn'twork outtime

R1

HereG1 explainsalittle aboutherinability to organiseime. Shethinks
shehasmoretime thanshehas,which doesnotindicatethattime drags,
althoughit doesappeato slow downandgive herafalsesenseof
temporalsecurity.

Gl

| havenotime whenhe'sgone. It's like justtimeis my own. I'd dowhat |
want,whenl want. Like I'll sleep,| normallysleepandcatchup onmy
sleep,| Gguingto, beingableto sleepfor longerperiodsand12 hoursas
well. And whenl'm awake,| don'tjuststayawakefor 12 hours,I'll stay
awakefor longer. And thenl'll sleep. So,my bodyclock shiftsaround.

R1

Askedaboutherability to organisetime onceherpartnerhadgoneto
work, asanexampleof havingto re prioritisetime, shesaysthenshehas
notime, which is the oppositeyou might sayfrom havingmore time than
shethoughtsheactuallyhadwhenhewasthere.Howevershegoesonto
addthatshestaysawakelongerbeforegoingto bed,whichis a breakin
hertwelvehourreturn

Gl

Stickingtothepresenta | wa y s ébéendoingehis for about6, 7 yeas
sincel took thatmassiveoverdose.l decidedoackthenthatl wasgoingto
stopthinking of the past.But | do knowthat,for examplewhenl 6 happy
or stable thattimei s é t hadot abundancef time,thatl 6notaware
of time. | &justliving. | Ojusttoobusyliving. But now, like todayfor
example andasmy moodgraduallychangedecausét takesmonthsfor
meto just go betweera hypomanicanddepressionit takesalongtime.

| 6awareof thetime,thatl 6 gotalot of time onmy hand. Time goes
slow. But lately, the pastfew years,| 0 lveentrainingmy brainnotto
think of thepast,sol d o rki@otv howthisis goingt o é hio twodisgto
panout,howi t goilsgto work out
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R1

Askedaboutwhethershefinds herselfstuckin thepag, shesayso a | way s 0 .
G1 hasmadea consciouslecisionto stopthinking aboutthe pastandthat
appearso enableherto focusmoreonthe presentandby doingsofrees
up alot of time for her,althoughshemaynotbe ableto organisehatfree
time productively althoughsheis awareof time dragging.Shecontinueso
bedictatedto by hermoodswingswhich inhibits her.Nonethelesshe
continuedo train herselfto staygroundedn the present.

END
S1

So,in childhood,| hadyeah,| probablyhadsymptaons of somesortof
mooddisorderor yeah,symptomsof somementalhealthissues.And then
whenl wentto university,| hadsomesession®f counsellingagain,this
wasdueto depressionthosetypesof things. And thenwhenl joinedthe
army,while | wasin thearmy,| hadaboutof depressiona boutof antk
depressantsThenl cameoff them.Thenl wentto Iraqg, thenl cameback.
Took on quiteafew big thingsin life atthatpoint,alot of life eventsn
oneyearin 2009. Thenin 2010,soatthatthis point,| amatthe endof
2009. | wasoff sick from work with severedepressionturnedinto
psychosishavingsortof hallucinationsandthings. | hadanin-patient
admission]ots of differentdiagnosisverebattedaround. | wentthrough
multiple medicationsandthenhadmy son.

R1

HereS1describeghe history of herillnessputtingparticularemphasin
herexperiencef depressiomndpsychosis.

S1

Theysettledon thediagnosisof bipolardisorderbecausat wasmy mood
wasswinging.l startedcomingoff of anantipsychoticthatl w a s happly
to beon. And thenl wasremainingon ananttdepressan¥enlafaxineand
thatcauseda manicepisode.And then,yeah,thenl gotoff all thoseand
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thatwaswonderful.Yeah,andemotionalsortof symptomsnow rather
thanmoodemotionalsymptomswhich | find aredifferentto mood
symptoms.

R1

S1confirmsherdiagnosidor bipolar,which appeardgar from certain. She
paysparticularattentionto a perceivedifferencebetweerthe emotions
shefelt andthe moodssheexperience@ndthelink with hermedication.
Her moodseemdgo haveimprovedasa resultof comingoff the
medication.

S1

| recall,| meanit could befastandupto speedspedupin away. I'm
looking backbut| havelittle memoriesof mucharoundthat.It's beena
very long time sincel've actually,l would sayl've beendepressedndl'm
talking aboutl don'tthink | everwasdepressed| wasjusta bit confused
andstuckin thepast. So,I've alwaysmaintainedorwardgoalsand
forwardthinking which isn't partof the classificationof depression

R1

In responséo beingaskedabouttime changing slowingor speedingup,
Slexpressekerconfusion,which sheattemptdo link to herbipolarby
sayingshehasalwayslookedforward,althoughthe emphasisgainis on
herdepressionalthoughsheagainquestionsf it wasdepressiomnthe
basisthatshemight havejust beenstuckin the past.Her lack of specific
childhoodmemoriesmight alsosuggeshersenseof repressiorandhence
depression

S1

Multiple episodesyes,all thetime, very, very, very often. But | oftenput
thatdownto amix of medicationbecause wason high dosesof
antidepressantandtheseantipsychotics.Most definitely, kind of mix of
bothof thosey e a h é .kow moWw muchyou'reassociatindgime with
me mo r i é&s&aRk,wherehasthatgone?Tenyearshavenow passed
sincel gavebirth to my son.l don'thaveenoudn memoriesof thatwill fill
the 10 yearsif thatmakessensel look atyou know wherehasthattime
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gone?I'm just shockedat how muchis burnedup constantly.Yeah,and
you know photoshelpto triggermemoriedefinitely

R1

Slin responséo aqueston abouta mix of manicanddepressed
experiencesaysshehasexperiencedothsimultaneouslySheis very
matterof fact abouta questionof time changingandthe subjective
experienceghatentail. Thetenyearshaveseemedo havegoneby fastfor
her,recountingthatshehasvery little memoryof this, althoughphotos
certainlyseemto trigger someemotionalresponse.

S1

My actualtime out of the military hasgonevery, very fast,hasbeenvery

extended.It's beenforever.And | joinedthe Army knowingl neededhat
structureandroutineandyou knowt h awthaildadgrownupon. And |

knew| would work well within thatenvironment.

R1

HereS1refersto the needfor military type structureandorganisation,
whichis rigid. Sherefersto theimportanceof the environmenin
maintainingthatstructure Sherefersalsoto thetime passedincethatas
beingforeverago.

S1

During thesdlast12 yearsnot oncehavel felt a senseof peacefrom or
anythinglike that. But theworsttime was2018whenl wason one
medicationanantipsychotidhatwasfor schizophrenidut off labelfor
bipolarquiten e w é é Y eTadyneverquestionedhe experience.So,
whatmy issuewaswhenl wentinto the mentalhealthhospitalwith, | was
severelydepressethut| washavingphysicalh al | uc i mjrtes ons é.
into my headandstuff. And | meanthey startedme on antipsychoticand
olanzapineandwhathaveyou which just shuteverythingdownmy mind.
My mind would notstop. | waswriting reamsandreamsandreamsto get
thesesortsoutof myh e a d € é sin¢ed ywoung,yessinceachild | was
alwaysa fasterthinker. But whenl wasstaring on antidepressantg, got



368

worseandworse.But therewasatime in 2018prior to theendof theyear
whenl was,hada manicepisodenvherethatspurredmeto comeoff these
medications| stoodplayingfootball with my sonlike threeor four years
old andtherewasnothing. Therewasnothing. | ¢ o u | edemkick aball
with him.

R1

In this lengthyextractS1recountsherhallucinatoryexperiencesyhich
sheputsdownto thedrugs.Shesayss h elwaysbeenafasterthinker
evenwhenshewasyoung, howeverdrugs,a mix of antrdepressantand
anti psychoticsspeededip this processThe manicexperienceghat
appearedo entailthe medicationshewastaking,asrefersto them,
resultedn hernotbeingableto appreciatehe hereandnow. In factthe
experiencesnaywell havenotbeenmanicin nature thatis notoriginating
prior to the medication Certainlyonceshestoppedakingthemhermood
andemotionschangedor the better

S1

Yeah,like | saidto youl meanonafew occasions| ocdmeinto house
andl couldhavebeenoutfor two hours. Whatl felt like wastwo hours
andl will comein andit will havebeenl10 minutes.

R1

Askedaboutanybizarreexperiencesf time S1reportschangesn her
temporalperceptionwheretime seemdo havespeedsips,in thesense
thatonly tenminuteshadgoneby, which seemednuchlonger.Shedoes
notreportthis asa negativeexperience.

S1

As | say,I'm very stablenowin comparison.But you knowif | had

droppeda glass,you know asl'm leavingthe house thenmy reactionto

thatof sheerstressvould addon another30 minutesof megettingoutthe

house. Yeah,youknow, | wassupposedo beoutatllandls houl d o6 v e
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left at 10 to but| droppedheglassat quarterto andl don'tgetout until 20
past. Butit d o e sakedhatlongto cleanupaglass.

R1

Askedabouthow disturbancesf time canchangeo n ebéhswiour
subsequently$1reportsadisorganisationo hertime, anoverreactionto
asmallevent,which would disruptherroutine.This might otherwisebe
consideredh normaloccurrencehoweverhe descriptionof it causing

0 s hsterr suggestherreactionmaybeoneor irritability and,or
distractibility, changingS 1 éhsod.

Sl

Theideaof asenseof belonging,l certainlyjoinedthearmyknowingthat
it wasa communityof like mindedpeoplewith all their own experiences.
I've neverconsideredhat,Jack,abouta senseof identity.

R1

Thesessiorendswith a questioneft hangingof identity, onerelatingto
S 1 éemseof belonging,dentity andsearchor peaceandcontentment.

END

L1

| wasassessedtleastonceevery2 weeks. Thatwasabouteveryweek.|
hadto meetwith psychiatristsat, well, faceto-facemeetings Thatwent
onuntil March2 0 0 6 & . $hkwlatwashappeningvasl washaving
bothepisodeshutthe manicepisodesvereneveridentified becauseét was
- You know, whenyouseemwell,y o u lrighey o u lireery. You
know, sowhenl manic,| wasneverpresentingat GPs. It wasonly ever
whenl hada depressiveepisodethatyou would present. Sowhenthe
assessmerstarted) think they,atthatpoint, werelooking to diagnoseme
with depressionbutthen,obviously,whenl explainedhe mood
instability, thatwaswhen,obviously,they startedto assess$or bipolar.

R1
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HerelL1 describederdifficulties gettingdisguisedShedescribeshe
moredominantpresentatiomf depressiomoweversubsequentlghe
describeghefollowing whenaskedaboutwhich episodevasmore
dominant.

L1

Yeah,it variedl couldbehystericallylaughingandsuicidalatthe same
time.

T h a lhappsned coupleof timessincemy diagnosisandt h awtheénks
knowthat! 0 atadangempoint. Becausavhenl havea mixedstate,

th a twibesl O matveryin control

R1

Sldescribeshe mixedstatewhichis sooftenreportedto complicate
diagnosis.

L1

As far astime goes|| feellike whenl havethesemanicepisodestime
doesgoq u i ¢ k | yyéu.starttolstabiliseandyouthink, i G owehere
hasthelast3, 4 weeksg o n eVhéthertime actuallyspeedsip or it just
feelslike it speedsipl d o rkénto w é .

R1

Whenaskedaboutherexperiencef time L1 describegime asgoingfast
whenshewasfeelingmanic

L1

Soatthetime,| & nmatawareof time beingaffected.| t réafly afterwhen
thingsstartto stabiliseagain. | feelthatthelast3, 4 weekshasbeen

really, really quick. Andi t ddfisult to remembethingsthathave
happenedn thatcoupleof weeks. You know,i t likesny shortterm
memoryis affectedoverthatperiodof time.

So,no,somethinghatl alwaysnoticedaftertheevent. Whent h e beerd s
amanicepisodejt feelslike time hasquickened.You know, | look back
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andl think, i G otdh abked4sweeks. You know, whatthe hell havel
donein that4 w e e k An@d antheothertoken,whenl havelow mood,
time seemdo slow down,butthatis subjectively. T h a whérd am,you
know, lying in bedand| look atthetimeandi t bieferio 6 c | o c k

R1

In contrastwhenaskedaboutt8mechangingn relationto hermoodsshe
describegime asslowingright downin the sunof depressionindicating
clearly hedifferencesan moodandhowtheyaretemporallyexperienced
andperceived

L1

Sowhenthathappensthingsseento bein the present.You know, life is
veryin thepresent.You know,whatam| goingto do today,tomorrow?

T h a kind &f it, If somebodysaidto mew e @d on holiday 6 months
downtheline, | would probablyatthatpointsayno. You know,if it wasa
monththen,yeah,t h e apossibilityof that.l 6 aneof thesewhenl 6 m
goingto booka holiday,| doit acoupleof daysb e f o rl lenél of ama
persorwho lives pretty muchin the present

R1

HereL1 describediersenseof thepresentThefutureseemaslittle behind
wheresheis comfortableto go, evenfor a holiday. Remaininggroundedn
the presenbftenindicatesaninability to moveeitherforwardor
backwardsn time.

L1

| hadsufferedamiscarriageandit w a s €wassobereft,| literally spent
weeksin bed,nevermoved. Soatthatpoint, time stoppedbecausefor
me,therewasno future. The GPthatgavemethe prescriptionfor that. So
theywereobviously- Theythought| wasdepressedowhenthey
prescribedhat,| tookit for about5 days. | wasthencompletelymanic,
bouncingoff thewalls, atwhich pointthenthereferralwasdone,
obviously,to the psychiatristoecausehe GPthenqueriedwhy the SSRI
hadmademe behavehatway and,well, he obviouslythoughtin theback
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of hisminds o0 me t matquitgbght becausantidepressansh oul dn 6t
dothatto someone

R1

Herehersenseof depressiomxperience@ bereavemens evident.Now
shedescribegime asstopping.Thereis not pastor futurereality or
directionat this pointin time. The problemof mistakingdepressiornn
grief for unipolardepressionms evidenthere.L1 thenstartsto experience
manicepisodegiueto theantidepressants

L1

It wasa day-by-daybasis. At thatpoint, it wasvery difficult to think
aboutthefuture. You know,event h o u AbI&ay,sowhenl 06 goe
theantidepressant,wasthenmanic. And thentheytook me off that,so
thenit waskind depressedgain. And my moodwasvery up anddown.
You know, like somedayswould be gooddays,otherdayswill bebad
day,andit wasvery quickly. You know,it w a s hkéIt dhddover- Soat
that5-monthperiod,it w a s asih t wasmanicfor 2 weeks,depressetbr
2 weeks.l thend i dhawethestructurethatobviouslyl ohddpreviously,
soit wasmorelying in to lunchtime. Thenl hadto getup. Thenit would
be,youknow,ld i ddod k e a ni feql&etl bpentike monthskind
o f éY o u ladeacoupleof gooddays,andthenit would bebackto
feelingbadagain. And | ¢ o u | haveduite put my finger onthings
becausewell, | meanobviously,like you say,it is atraumatic

e X per i e rmudeddp@ettihgcaughtdrunkdriving, whichwasa
horrific time. Well, | wassuicidal, prettymuch. Contemplateduicide
quitealot

R1

Askedaboutherexperiencesf time androutinefollowing the miscarriage
L1 describediowtime essentiallywasconfinedto the presentafeeling
andexperimentaivhichwasmadeworseby the effectsthe anti
depressantwerehavingon hermoodswings.Thedrink driving
experienceexemplifiedhow horribleatime L1 washaving.The
culminationof the eventwasthoughtsof suicide.This finitenessagainst
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exemplifieshermoodandherdesperatiorior escapandfreedomfrom
hercurrentexperiences

L1

| waslying in bedandl heardsomebodyat my front door,andl knewthe
keyswerein thebackof thedoorandknewno else(audiobreaking)the
keyto getin my house soit wasperfectlysafe. However,in this episode,
somebodypenedhefront door,walkedup the hall, andatthis point|
panickedandpulledthe coversovermy head,andsomebodysatin my
bed. Now | pulledthecoversover,fell asleep.l wokeup thenextday
rememberinghisexpeaiencev i v i d $egmedoilastprobablyabouts,
10 minutes. And, obviously,l 6 fallenasleep.Or wasl asleepandthis
wasadream?You know,i tweisd. But, basically,whathadhappened
from somebodyknockingon thedoorto openingthedoor,to walkingin,
satonthebed,to beingsaton thebedandme consciousof that, maybe5
minutes,7 minutes.Yeah.l mean,asl say,visually | neversawanything.
It wasjustauditory. But whenl wokeupin themorning,| hadthis feeling
thatit hadbeenlike avisitationdream

R1

HerelL1 describesanhallucinatoryexperiencelt hasvery little temporal
referencehoweverit doesindicatehe stateof mind atthetime of the
miscarriageanddrink driving experiencetogetherwith themix of drugs
shewastaking. Thisis notanindicationof dreadof the future or of
uncertainthingsto comebut ratheran expressiorof how shewasfeeling
in thehereandnow

L1

| dofeelsometimedhatt h amaybgusta bit of anxietyfrom timeto

time.

T h a motsa@nethingthatl experience.But, definitely, living in the past

or ruminatingovers o me t h i n d \would néwerdrbagdthefuture.
Thefuturefor meis alwaysquite positive. Apartfrom, asl said,back
beforel wasdiagnosedwhereyou felt therewasno futureandw h a the s
point, kind of. But| wouldsaysincel 0 eenmedicated| 06 mothad
very manybaddepressivepisodes.So,for me,l 6 atwayslooking
forwardto thefuture.
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R1

L1 d o e gsireadlthefuture.Shelookspositivelytowardsit. Sheagain
describeshe medicationcounteringherdepressionThefactthatshecan
experiencehingsin thefutureandthereareno intrusivethoughtsor
delusionsof reality, mightindicatethe psychosisvasbroughtaboutnotas
aschizophrenichangean hermood

L1

You know,to befairt h e alet 6f sny childhood,teenage/earsthat!

c a metnemberAndt h e guée@ ot of my past- | would sayright up
until probablymy early 20s,probablyuntil | wasdiagnosedt her e 6 s
chunksof my life thatl ¢ a mefnemberl just haveno memoriedor them.
My dadwasquitev i o | e n t léraangl @ @ svanttd remembethese
traumaticevents

R1

HerelL1 is describingthefactthathermemorieshavebeeneithersubdued
or repressedndthatpartsof herlife areinaccessibleShefinds it
uncomfortableor difficult to look backin time, preferringto look forward.
ThisindicateghatL1 is notanxiousaboutthefuture perse,or thatshe
constantlyruminateson the pastin somekind of depressedtate.

L1

Thelast20years,| feel, havegonereally quickly, especiallythelast10.

And aspeoplesay,asgoodtime speedsip,andl justfeelt h amhdast 0 s
happeningso,yeah,l wouldsayl 6 rmatanxiousabouttime astime.l 6 m
moreanxiousaboutthefactthatl 6 ageingandtimeis thenmorelimited

R1
Hereherexperiencef time seemgo haveeasedShedescribederselfas

feelinglessconcernedvith time perseandmoreconcernedvith getting
old. Thisin itself is notananomalougxperiencef time.
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Appendix 5: subjective anomalies of time, incorporating what is most
essential about the most invariant meanings belonging to the reported
experiences and resulting in a description of the general temporal
structures in each case. (Giorgio & Giorgio 2017, Giorgi 2007, Englander
& Morley 2021)

Structure 1: T1

T1 psychological expressed intensity towards the experience of recalling
previous sexual assaults, describing the experience of recalling them as
0 paianddudréo | ocApgyehdldgical reminder of past experiences
resonated within her after read about another sex offender. An
experience up until that point that she had not been conscious of. The
impact of emotion on recalling the events and possibly reliving them was
sudden but intense. She became more aware psychologically of time
slowing down in the present from that point and ruminated alot about the
past. She describes her experience as a loop of memories. The
experiences she recalled being highly traumatic in nature had
heightened her senses, including her hearing and made her aware of the
past. Which had endured after such a long time. When memory returned
to the past she used the word 6 a b uf@ thedfirst time to describe her
experience, as she became more acutely aware of what had occurred
and things started to clear for her. T1 describes her memoriesas 6t i ny 6,
perhaps as as she was so young and that time was so distant, albeit not
subjectively, and t h ahlow she knows they are real, but once the
memories become more vivid she was able to recall small details and
start putting the pieces of the jigsaw together. She is even able to put a
numerical number to them, saying she has eight memories. When asked
about her experiences of time further, whether time dragged, she
describes her experience in a heightened and graphic sense, as
drowning on the one hand and having to excel herself to deal with a
surge of information and survive on the other. She refers to her mind as
a computer, which has to process vast amounts of data, and which
becomes overloaded and overwhelmed when too much information is
input, which she cannot process and deal with, and which is accentuated
when in work as as she works with young children with autism and adhd.
The result of which is she is told to slow down. She describes time as
slipping away, which makes her feel very frantic about her
responsibilities. The psychological extent to which she has to push
herself is evident here in the sporting analogy she uses to excel and
motivate herself. At this point she starts to think of the future as the
present with its loop of fresh memories, together with her day to day
responsibilities, start to overwhelm her.
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Structure 2: Al

Al expresses fear, both psychologically, by making her anxious and
emotionally, given her concern for her young child, and existentially, in
terms of being mood related, given the fight for her identity and life with
a new child, in the backdrop of Covid. She feels out of tune with the
world both domestically and environmentally. A1 acknowledges that she
has a problem with organising and managing her time. She refers to the
present moments being overwhelming and due to the lack of attention or
retentional focus regarding the past. However once focused she is able
to identify graphic details and record them in the present to use them for
future purposes. The lack of focus may have been due to the rise of past
experiences emerging from her memory and flooding her present. A1
describes how time seems to 6 s | dooww nvidich surprises her. An
experience which is often associated with depression and negatively,
where only five minutes has gone by when she thought an hour had
passed. In contrast to this, Al describes the opposite effect, as she
thought an hour had gone by, when in fact only five minutes had, and
she experienced this positively, having achieved so much. She might
have otherwise described this experience of time as 6 s p e eudpi Aid. g
then describes her sense of time as dragging, as she watches the clock
when waiting to take her son to nursery or in an evening. Then she
reverts almost immediately to describing time as going by so quickly, as
God seemed to have stopped the clock for her. She describes time as
both appearing to last an eternity and drag forever, virtually at the same
time, certainly within the same organisational flow of time, in terms of
where her everyday routine is concerned. She describes her perception
of time as switching rapidly from dragging one minute to flying and
disappearing the next, as she aims to prepare for her daily routines,
which seem affected by the temporal disruption she experiences. Again
Al describes how the disruption to the organisation of her daily routines
affects her in the present and on a day to day basis. She describes
herself as being very much stuck in the present. There seems no order
or structure to her day to day activities. She gets easily distracted as she
flits from one task to another, all of which entails a disruption to her daily
routine. Her inability to focus on time or a particular routine means she
appears to get nowhere fast. A1 describes how the simple task of
dropping off her child at nursery turns into a logistical challenge, a task
which her sense of timing and organisation constrains. She describes
not being able to easily order and connect different aspects of the task
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such as getting her things together, getting her child ready, having
breakfast, even though it is not until the afternoon. Her organisation of
time d o e sflowbeiasily from one thing to another. She is unable to
prepare however long she has to do so. She finishes of by saying that

an hour for her appears to speed by without her being able to complete
all her preparations and she again remains surprised how quicklyi t 6 s
gone by and s h eféiled both to notice it and do what is required within
the time scale.

Structure 3: C1

C1 experiences the whole past, presser and future temporal spectrum,
as she describes 6 f | ofemdions @, @ewer gonnafindita g a and 6
0 d a rséet to find happiness in the present mo me nrhidescription
shows the true structure of time, in so much as an experience is never
truly contained within any particular moment, or confined to any one part
of the temporal structure. Here C1 again describes clearly hows h e 6 s
feels about something painful and past in the present and explains the
context of her feelings and emotions as always being relationship
related. C1 describes her sleep pattern as a vicious circle, sometimes
spending over half the day in bed, which causes her to become
overwhelmed and shut down. Consequently Al describes a bad day
after a disruption of her sleep as feeling emotionally drained and upset.
Her mood becomes depressed and everything seems hopeless and she
becomes lacking in energy and demotivated. C1 goes on to describe
the effect of the upset. Time just appears to go far more slowly than
when she is on a night out. However, before she know it, she has
recovered and she is back out and time has once again appeared to
speed up. Here C1 describes how her memories affect her sense of
time, confining her to the past, on the one hand, and the future in the
other, although recognising that the present is so much more appealing.
This again indicates that time is not fragmented but more informed send
structured. C1 describes her emotional state and what is meaningful to
her, when she meets someone she connects with. She discloses her
inner feelings and describes the rawness she feels, describing it further
as both positive and scary. She describes how she feel like herlifei s n 6t
real like s h endtslive. She convinces herself that s h ed&ad and stuck
in a coma and that all around her i s reél.tC1 refer to the a finiteness of
death, and a lifelessness in the present, ie a coma. | t afs@ described as
a repeating pattern. C1 then describes an hallucination she experienced.
She describes, psychologically how scared she was and describes the
pain as feeling it physically. Although this appears hallucinatory her
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understanding of time and i t stusture remains unaffected. C1 goes on
to describe the experience as causing her to disconnect from reality and
experience something quite different. She refer to her sense of self
altering, causing psychological changes in her which have lasted three
years to date. The experience is described as spanning time. Asked
about the future, C1 describes her thoughts on death, her own and
others, but also looks more positively on the future in terms of wanting to
be successful, but then immediately reverts back to the idea that her
happiness will be short-lived. This sense of foreboding is experienced as
more mood and anxiety related, not just psychologically, in terms of
fearing outcomes that remain uncertain and un-experienced. If we want
to understand what it means to be an authentic human being, then it is
essential that we constantly project our lives onto the horizon of our
death. This is what Heidegger famously calls "being-towards-death". If
our being is finite, then an authentic human life can only be found by
confronting finitude and trying to make a meaning out of the fact of our
death. C1 moves between the past and future frequently expressing a
desire to be able to circumnavigate her prior behaviours, yet again she
acknowledges the finiteness of death. There is nothing morbid about
being-towards-death. Heidegger's thought is that being-towards-death
pulls Dasein out of its immersion in inauthentic everyday life and allows
it come into its own. It is only in relation to being-towards-death that |
become passionately aware of my freedom. She describes herself as
having different moods, emotions and personalities, which come out as
puts it, or emerge, in different ways. There is no evidence of a loss of
self or minds or thought intrusion, or her sense of lived and implicit
temporal experience, which she frequently describes as spanning time
C1 describes time on a temporal spectrum. She sometimes experiences
time as being the past, future and presentallinoneday. Therm 6 s
ordered sense or temporal boundary, all aspects of time appear to
converge. She also describes the temporal unexpectedness of the
change that occurs to change the mood, from day to day. Finally C1
challenges the notion of reality as opposed to imagination. Her sense of
reality is not distorted, nor is her sense of self delusional. She is just
describing something from her past that she fails to associate with via
this means. She fails to recognise the experience and so she is not sure
if it did happen or if it was imagined. C1 relates her own memories to the
idea of fragmenting and changing. The experience of it changing as time
goes illustrates her relationship with how s h eféebng now, which
started at the age of 11 it appears, as those memories remain vivid, and
helped explain her own life as it is now. From a temporal perspective
time has both endured and extended and continues to form partof C1 6 s
conscious experiences, albeit in a fragmenting and changing aspect.
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Although to C1 she h a s fragmented anything. Her memories are not
only very vivid they are real. C1 in reaching back in time is doing so in a
sense that she can relate to now, that continues to appear real to her
now, after all this time

Structure 4: R1

G1 takes night dosages of medication and experiences time as
dragging, which she recounts as being a more memorable aspect of her
condition. This is conducive with a feeling of depression. In terms of her
routines and organisation of her time, G1 relates to her body clock and
to a traditional 12 hour clock time cycle. Although she adds that she
needs to take her medication to help her sleep. She goes into a deep
sleep, which when induced by the medication, becomes a problem for
her wetting the bed, the longer she sleeps. G1 explains a little about her
inability to organise her time. She typically thinks that she has more time
than she has, which does not indicate that time drags, although it does
appear to slow down and give her a false sense of security. Her lack of
temporal awareness follows lengthy periods spent sleeping. In terms of
prioritising time, she says then she has no time once herb;artjerbis in
work, which in some ways is a different experience to feeling you have
more time than she thought she actually had when he was there. G1
appears to get lost in time. Her sense of awareness of time whether it
seems to her to go faster or slower than she was expecting, remains
part of the same organisational structure, of being disconnected from
time over time, indicating that she may become lost or stuck in the
present. She stays awake longer before going to bed when her partner
is home, which is a break in the routine for her twelve hour body clock.
Asked about whether she finds herself stuck in the past, she says

O0law a yG4 lbas made a conscious decision to stop thinking about the
past and that appears to enable her to focus more on the present and by
doing so frees up a lot of time for her, at the same time that Ginis unable
to organise her free time productively, she is sometimes aware of time
dragging, even stoning still. She continues to be dictated to by her mood
swings which inhibit her. Nonetheless she continues to train herself to
stay grounded in the present. However being grounded in the present
means she is unable to articulate and organise her time, in terms of its
flow between past, present and future.

Structure 5: S1

S1 emphasises her experience of depression and psychosis and the
effect of medication on her health, although diagnosed with bipolar with
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psychosis. In describing its effects she pays particular attention to a
perceived difference between the emotions she felt and the moods she
experienced and the link with her medication. Her mood seems to have
improved as a result of coming off the medication. S1 expresses her
confusion about time and i t effests and the relationship with her
disorder. She says despite the depression she has always looked
forward to better things. She questions whether she even has
depression, although she says she has experienced being stuck in the
past. Her lack of specific childhood memories might also suggest a
sense of repression. S1 says she has experienced both manic and
depressed states simultaneously. She is very matter of fact about a
guestion of time changing and the subjective experiences that entalil.
The ten years which have elapsed since she left the army, have seemed
to have gone by fast for her, recounting in fact, that she has very little
memory of this now, although photos certainly seem to trigger some
emotional response. S1 refers to the need for a military type temporal
and organisational structure, which is rigid, and now very much lacking
in her life. She refers to the importance of the environment in
maintaining that structure. She refers also to the time passed since that
as being forever ago. S1 recounts her hallucinatory experiences, after a
miscarriage which she puts down to the drugs. She says s h eabvays
been a faster thinker even when she was young, however drugs, a mix
of anti-depressants and anti psychotics speeded up this process. The
manic experiences that appeared to entail the medication she was
taking, resulted in her not being able to appreciate the here and now and
appreciating the present time with her son. S1 also reports changes in
her temporal perception, where time seems to have speeded up, in the
sense that only ten minutes had gone by, on more than one occasion,
but which seemed much longer to her. She does not report this however,
as a negative experience, although time slowing down is often indicative
of feelings of depression and rumination. S1 relates to how the smallest
event can disturb her. She reports how this results in a disorganisation
of her time. She gives an example of dropping a glass, just as she is
going out, which smashes. This might otherwise be considered a normal
and small occurrence, however her description of it causes to feel a
sense of 6 s h 8 & r emhish®yggests her reaction may be irritability
and, or distractibility, resulting in S 1 dnsod changing quickly. The
session ends with a question left hanging of identity, one relatingto S 1 0 s
sense of belonging, identity and search for peace and contentment.

Structure 6: L1
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L1 describes her difficulties as starting with the diagnosis which took
months and months to facilitate and organise. She describes the more
dominant presentation of depression however she explains how she
rarely presented with manic but it was there and thus perhaps went by
undetected. When asked about her experience of time L1 describes it
first as going fast when feeling manic. In contrast when asked about time
in relation to her moods she describes it as slowing right down when
finding herself experiencing depression, indicating the link between
mood change and how they are then temporally experienced and
perceived. Having descr*bed time as slowing down and speeding up,
she also describes her experience of the present. The future seems a
little beyond where she is comfortable to go, even when booking a
holiday. Remaining grounded in the present often indicates an inability to
move either forward or backwards in time. When describing her
miscarriage, her sense of depression experienced a bereavement is
evident. She describes time as seeming to stop suddenly, at which time
everything comes to a grinding halt. There is not past or future reality or
direction at this point in time. The problem of mistaking the experience of
depression while grieving, as opposed to the full blown experience
associated with bipolar, and, or, unipolar depression is evident here. L1
then starts to experience manic episodes due to the use of anti
depressants. Asked about her experiences of time and routine following
the miscarriage L1 describes how time essentially was confined to the
present, a feeling and experience that was made worse by the effects
the anti depressants were having on her mood swings. The culmination
of various event, including being caught drunk driving, that L1
experienced was thoughts of suicide. This finiteness here exemplifies
her mood and her desperation for escape and freedom from her current
experiences. At this time, L1 describes having an hallucinatory
experience. It has very little temporal reference however it does indicate
he state of mind at the time of the miscarriage and drink driving
experience, together with the mix of drugs she was taking. There is no
indication of dread of the future or of uncertain things to come evident,
but rather more of an expression of how desperate she was feeling in
the here and now. L1 d o e sdreédtthe future as recounts. She looks
positively towards it. She again describes the medication countering her
depression. The fact that she can experience positive things in the future
indicate that there are no intrusive thoughts or delusions of reality, which
might indicate too the psychosis was brought about not as a
schizophrenic change in her mood. L1 is describing the fact that her
memories have been either subdued or repressed and that parts of her
life are inaccessible. She finds it uncomfortable or difficult to look back in
time, preferring to look forward. This indicates that L1 is not anxious
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about the future per se, nor does she now ruminate on the past,
indicating some kind of depressed state. Her experiences of anomalous
time have seemed to have eased. She describes herself as feeling less
concerned with time per se and more concerned with getting old. This in
itself is not an anomalous experience of time.



